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“GRATIFYING RESULTS” IN CASE AFTER CASE OF 
SKIN DRYNESS AND ITCH IN ECZEMATOID DERMATITIS 
SENILE PRURITUS, FISSURED HEELS, DIABETIC DRY SKIN 


SARDO* releases millions of 
microfine water-dispersible oil 
globules to provide a soothing, 
softening suspension which 
augments your other therapy, 
as it... 


1 


rehydrates the dry, itchy, 
scaly skin. 
2. adds its comforting effects 

to the bath. 
3. serves to increase natural 
emollient oil.? 
acts to reestablish the essential 
lipid-aqueous balance. 
helps protect, maintain good 
skin tone. 


> 


SARDO is pleasant, convenient, easy 
to use; non-sticky, non-sensitizing. 
Most economical. Bottles of 

4, 8 and 16 oz. 


for Comples and literature please write 


Sardeau, Inc. 


75 East 55th Street, New York 22, N. Y. 


*Patent Pending T.M. ©1959 


1. Prentice, H., and Brezak, S.: Jrnl. Amer. Podiatry Assn., May 1958. 2. Spoor, H. J.: N. Y. State J. Med., Oct. 15, 1958. 
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AUGUST 29 through SEPTEMBER |, WALDORF-ASTORIA HOTEL, NEW YORK, N. Y. 
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CAN BE FITTED WITH 


REASSURING SUPPORT, 


REASSURING COMFORT 


Now, MUSEBECK DOUBLE ARCH SHOES, bring you 
- five new support-comfort lasts . . . designed to meet your 
foot therapy needs. We urge you to examine the follow- 
ing features with regard to your patients’ requirements. 


% LONG INSIDE COUNTER 


% BROAD STEEL SHANKS 


% BROAD BASE HEELS 


ALL LEATHER CONSTRUCTION 


% STRAIGHT INSOLE (no cookie) 


| % PERSPIRATION PROOF INSOLE 


% INFLARE STRAIGHT, OUTFLARE LASTS 


Available through your local shoe dealer or write to: 
MUSEBECK DOUBLE ARCH SHOES 


__ Forest and Weston © Oconomowoc, Wisconsin 
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FIRST EFFECTIVE PENETRATION OF KERATIN—FROM THE INSIDE 


Following oral 
administration, 


Pathogenic fungi invade 


FULVICIN is 


and proliferate in the absorbed and 
stratum corneum incorporated 
(and also in in newly 
keratinized growing 
part of nails dermal cells. 
and hair), * As these cells 
where they approach 
are usually the surface 
inaccessible and become 
to treatment keratinized, 
from the they retain 
outside by sufficient 
topical amounts of 
antifungal FULVICIN to 
agents, even provide fungistasis. 
with the aid Futvicin has also 
of keratolytics. been identified in hair shafts 
in fungistatic concentrations.” 
“CURLING FACTOR” INHIBITS FUNGAL GROWTH 
—PERMITS OUTGROWTH OF HEALTHY TISSUE 
Hyphal (filamental) 


tips of fungi are 


curled, 
contorted and stunted \. 
by Futvicin.® 


. 


Growth 


ceases, 
further > ; = 
penetration 
of keratin 
halts, and ‘ 
the fungal 

disease is arrested. 


Packaging: Futvicin Tab- 
lets, 250 mg., bottles of 30 


by Futvicin 


is cast off 
as keratin 
grows out 
and sloughs 
off. Healthy 
tissue 
replaces 
infected 
keratin of 


skin, hair or nails. 


References: (1) Williams, D. I.; Marten, R. H., and Sarkany, I.: Lancet 2:1212, 1958. (2) Gentles, J. C.; Barnes, M. J., and Fantes, K. H.: Nature 


183 :256, 1959. (3) Brian, P. W.; Curtis, P. J., and Hemming, H. G.: Tr. Brit. Mycol. Soc. 29 :173, 1946. 
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Berore 


You Look Elsewhere 


Cueck 


Your A.P.A. Insurance 
Program First 


Thousands of Podiatrists 
Have Found Their APA 
Insurance Plans to be 


"Just What the Doctor Ordered" 


Write 


DISABILITY INCOME 
INSURANCE PLAN 


® Up to Lifetime Accident Benefits 


®@ Up to Seven Years’ Sickness Bene- 
fits 


© Hospital and Surgical Options 


®@ Low Group Premium 


NAC AGENCY INC. 
53 ACADEMY ST. 
POUGHKEEPSIE, N. Y. 


ADMINISTRATORS 
APA INSURANCE PLANS 


PROFESSIONAL LIABILITY 
PLAN 
®@ Up to 100/300 Thousand Limits 


© Office Premises Liability Coverage 
in Same Policy (Optional) 


® Substantial Savings in Premiums 
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Whether capalet... 
tablet, 
powder, 
liquid 
or ointment 


... Podiatrex formulas are 
of optimum therapeutic value... each formulated 
specifically for the podiatry field and available only to the 
profession. Your Podiatrex detail man will be calling on 
you soon, Doctor, to offer his technical assistance. 


PodliatRey LTD. 


A DIVISION OF VITAMINERAL INC. 


GLENDALE 1, CALIFORNIA 


* More than a Quarter-Century of Professional Service 
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improved 


WILA CAKE 


NEW .. . because Lowila Cake has 
undergone a change. It now provides 
a rich, creamy, more abundant 
lather and has a smoother feel. 


Lowila Cake cleanses gently without 
irritation. It maintains the skin’s normal 
acid lipid film and creates an 
environment favorable to therapy 

and healing. By maintaining a 

soap-free regimen with Lowila, 
recurrences of fungus infections and 
other chronic dermatoses can be 
reduced. It is the safest lathering 
cleansing agent your patients can use. 


WESTWOOD PHARMACEUTICALS 
Buffaio 13, New York 
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STATE BOARD MEETINGS 
FOR EXAMINATION AND LICENSURE 


Alabama 
The Alabama Medical Board of Examiners. Bogrd Secretary: 


Arizona 
The Arizona State Board of Chiropody Examiners. Board Secretary: Dr. Julius Citron, 40 E. Thomas Rd., 
Phoenix, Arizona. 


Arkansas 

Arkansas State Chiropody pened Board. Board Secretary: Dr. Bernard S. Paul, 800 First National 
Bank Biag., Fort Smith, Ark 

California 


‘the California Chiropody oe Committee will meet for examination in Los Angeles, August 17-20 
*959: Sacramerto, Cetohber 19-22, 1959. Beard Chairman: Abraham Hoffman, D.S.C., 2320 Sutter St., San 
Francisco, Calif. Susanne Gecsetaape Mr. Wallace Thompson, Rm. 530, 1020 N St., Sacramento, Calif. 
Colo 


rado 
cuwiaue State Board of Chiropody Examiners. Board President: Dr. G. F. Helbig, 327 Logan St., Denver, 
Colo. 
Connecticut 
rhe Connecticut Board of Examiners in Chiropody. Board Secretary: Dr. F. J. Ruggiero, 3 South Main 
Street, W. Hartford 7, Conn. 
Delaware 
The State Board of Chiropody Examiners of Delaware. Board Secretary: Dr. Bertram H. Blum, 112 So. 
State St., Dela 
District of Columbia 
The Board of Podiatry Examiners of the District of Columbia will meet for examination semi-annually 
in January and July. Board Secretary: Saul Shafritz, D.S.C., Dept. of Occupations and Professions, 1740 
Massachusetts Ave., N.W., Washington 6, D. C. 
Florida 
The Florida State Board of Chiropody Examiners. Board Secretary: Dr. Heywood A. Dowling, 203 Greenleaf 
Bidg., Jacksonville, Fla. 


Georgia 
The Georgia State Board of Podiatry Examiners will meet for reciprocity and examination in June each 
year, at the discretion of the Board. Board President: Dr. Charles W. Beasley, Jr., 1205 First National 


Bank Bidg., Atlanta, Ga. 


Idaho 

re Idaho State Board of Chiropody-Podiatry. Board Secretary: Dr. J. E. Franden, 412 Eastman Bidg., 
Boise, Idaho. 

Tilinois 

The Illinois Chiropody Examining Committee. Superintendent of Registration: Frederick B. Selcke, Room 

112, State House, Springfield, Ill. 

Indiana 

‘rhe Indiana State Board of Podiatry Examiners. Board Secretary: P. T. Lamey, M.D., 422 Citizens Bank 
Bidg., Anderson, Ind. 

lowa 

The Iowa State Board of Chiropody Examiners. Board Secretary: Dr. C. C. Reinheimer, 111 W. 2nd St. 

South, Newton, Iowa. 

Kansas 

The Kansas State Board of Podiatry Examiners. Board President: Dr. L. E. Krause, 1107 Williams St., 

Great Bend, Kansas, or Kansas Board of Podiatry Examiners, 872 New Brotherhood Bidg., Kansas City. 
Kansas. Board Secretary: F. N. Nash, M.D., 864 New Brotherhood Bidg., Kansas City, Kansas. 

Kentucky 

The Kentucky State Board of Chiropody meets on the third Saturday and Sunday of June and the first 
Saturday and Sunday of December each year. The December meeting is for re-examination only. Bourd 

Secretary: Dr. Chester A. Nava, 4140 Shelbyville Rd., Louisville, Ky. 

Louisiana 

Louisiana State Board of Medical Examiners will meet for reciprocity and examination, Dec. Ly in 
New Orleans, La. Board Secretary: Donald Zichichi, D.S.C., 1011 Pere Marquette Bidg., New Orleans 12, La. 
Maine 

The Maine Board of Examiners in Chiropody and Podiatry. Board Secretary: Adam P. Leighton, M.D., 142 

High St., Portland, Me. 

Maryland 

The Maryland Board of Chiropody Examiners. Board Secretary: Dr. S. Jack Kleger, 408 S. Division St., 
Salisbury, Md. 

Massachusetts 

ine next board meeting of the Board of Registration in Chiropody-Podiatry will be held for reciprocity, 
conditionally, and examination, June and December. at the State House, Boston, Mass. Board Secretary: 
Dr. Fred T. Reiss, Ritz Carlton Hotel, Boston, Mass. 

Michigan 

The Michigan State Board of Registration in Chiropody will meet for examination in June of each year. 

Board Secretary: Dr. Walter J. Jeffery, 1950 Madison Ave., S.E., Grand Rapids, Michigan. 

Minnesota 

The Minnesota Board of Chiropody Examiners. Board Secretary: H. W. Leibold. D.S.C., 221 Hamm Bidg., 

St. Paul 2, Minn. 

Mississippl 

The Mississippi State Board of Health. Board Secretary: Archie L. Gray, M.D., Box 1700, Jackson, Miss. 

Missouri 

The Missouri State Board of Chiropody will meei for reciprocity October 9, 1959, at the Presidents 

Hotel, Kansas City, Mo. Board Secretary: Dr. L. A. Hansen, 800 Professional Bldg., Kansas City, Mo. 

Montana 

The Montana State Board of Chiropody-Medical Examiners will meet when the need arises for reciprocity 
or examination at the Capitol Bidg., Helena, Mont. Board Secretary: Dr. L. M. Jennings, 411 First Na- 
tional Bank, Bozeman, Mont. 

Nebraska 

The Nebraska State Board of Examiners in Chiropody. Board Secretary: Herman F. Gartner, D.S.C., First 

Natl. Bank Bidg., Lincoln, Nebr. 

Nevada 

Fhe myeee 8 State Chiropody Board. Board Secretary: Dr. William A. Edwards, 150 No. Arlington St., 
eno, Nevad 

New Hamps' hire 

The New Gampehire Board of Registration in Chiropody will meet for examination in Dec., 1959, at 61 So. 
Spring St., Concord, N. H. Board Secretary: Edward W. Colby, M.D., 61 S. Spring St., Concord, N. H. 
New Jersey 

The New Jersey State Board of Medical Examiners meets semi-annually for examination on the third 
Tuesday, Wednesday, Thursday and Friday of June and October. Board Secretary: Royal A. Schaaf, M.D., 
28 West State St., Trenton 8, N. J. 
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THE SPOT TREATMENT 


A TOPICAL FUNGICIDE FOR TOPICAL FUNGOUS INFECTIONS 
Desenex attacks fungous infections caused by dermatophytes which 
affect the horny, keratinized layers of the skin. 

Athlete’s foot is a fungous infection of the skin involving the superficial 
layers that are not reached by the blood supply. A fungicidal agent, 
applied directly to these superficial fungous infections, brings. the 
antifungal agent into intimate contact with the invading organism for 
the most effective method of treatment. 

Desenex, a combination of zinc undecylenate and undecylenic acid — 
an unsaturated fatty acid with an 11-carbon chain — has resulted in 
more “clinical” cures . . . proved to be the least pep 4 the safest 


of all potent fungicidal agents. 
ointment & solution & powder f) 
Maltbie Laboratories Division / Wallace & Tiernan Incorporated, Belleville 9, a vi 


PHOTOGRAPH, COURTESY DEPARTMENT OF DERMATOLOGY, UNIVERSITY OF PENNSYLVANIA 
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MORE THAN $3,000,000 NEEDED BY 1965 


Our colleges need more than $3,000,000 by 1965. The following demonstrates the 


multimillion dollar needs of our colleges and remember, these are the minimum re- 
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quirements for buildings, equipment and salaries. For optimum expansion and _ re- 


search, still more money will be needed. 


podiatrists- 


future 


for 


education 


adequate 
chiropodists. Will you help by giving $100.00 in 1959? 


assure 


$3,409,193 will 


About 


$4,787,349 
$ 303,500 
$3,120,849 


Building & Equipment Funds Needed 


$478,000 
Estimated Funds Available 


Costs 


ing 


1 Annual Teach 
Funds in Sight on Basis of Enrollment Similar to Present $189,656 


stimatec 


E 


Additional Funds Needed 


inimum 


M 


$288,344 


| Funds Needed Annually to Pay Teachers 


itiona 


Add 


The Form on ie A33 Makes It Easy for You to Make Your Contribution and/or Pledge Now. 


STATE BOARD (Cont.) 


New Mexico 

The New Mexico State Board of Chiropody. Board 
Secretary: Morris Haas, D.S.C., 121 Sycamore St., N. E., 
Albuquerque, N. M 


New 

The New York State Board of Podiatry Examiners. 
Board Secretary: James O. Hoyle, Ed.D., 23 S. Pearl St., 
Albany, New York. 


North Carolina 

The North Carolina State Board of Chiropody Examiners. 
Board Secretary: Kobert W. Getchell, D.S.C., P.O. Box 
796, Goldsboro, N. C. 


North Dakota 

The next board meeting of the North Dakota Board of 

Registration in Chiropody will be held for reciprocity and 

examination at call at 301 Black Bidg., Fargo, N. Dak 
Secretary: Joseph E. O’Brien, D.S.C., P.O. Box 872, 

Bismarck, No. Dak. 


Ohio 

‘rhe Ohio State Medical Board will meet for examination 
Dec. 15, 1959, at 21 W. Broad St., Columbus, Ohio. 
Examiner in Chiropody: H. M. Platter, M.D., 21 ° 
Broad St., Columbus, Ohio. 


Oklahoma 

The Oklahoma State Board of Chiropody will meet for 
examination, Sept. 12-13, 1959 at 1217 N. Walker St., 
Oklahoma City, Okla. Board Secretary: Dr. Warren D. 
Long, 1217 No. Walker St., Oklahoma City, Okla. 


Oregon 

Oregon State Chiropodists Examining Board. Board Sec- 
retary: Harold M. Erickson, M.D., 1400 S.W. Fifth Ave., 
Portland 1, Oregon. 


Pennsylvania 

Pennsylvania State Board of Chiropody Examiners. 
rd Chairman: Dr. Ralph H. Orr. 424 Colorado Drive, 

Erie, Pa. Board Secretary: Dr. Jack S. Pincus, 26 N. 

Third St., Harrisburg, Pa. 


Rhode Island 
The Rhode Island Board of Examiners in Chiropody. 


Administrator: Thomas B. Casey, 366 State Office Bidg., 
Providence, R. I. 


South Carolina 

The South Carolina Board of Chiropody Examiners. Board 
Secretary: Dr. Charles W. Clark, 535 Harden St., Five 
Points, Columbia, South Carolina. 

South Dakota 

The South Dakota State Board of Chiropody Examiners 
will meet at the discretion of the Board. Board Secretary: 
Dr. Fred D. Rule, 204 Kresge Bidg., Sioux Falls, S. D. 
Tennessee 

The Tennessee Board of Registration in Chiropody. Board 
Secretary: Dr. Arthur Richert, 3355 Poplar St., Memphis, 
Tenn. 

Texas 

The Texas State Board of Chiropody Examiners. Board 


Secretary: Dr. Lewis M. Hoppock, P. O. Box 3315, 
Temple, Texas. 
Utah 


The Utah State Board of (‘1iropody Examiners. Board 
Secretary: Ward A. Burbidge, 1015 Medical Arts Bidg., 
Salt Lake City, Utah. 


Vermont 


Vermont Chiropody Association. Board Secretary: Gray 
S. Clark, Service Bidg., Rutland, Vt. 


Virginia 

Virginia Board of Medical Examiners. Secretar 
Kenneth D. Graves, M.D., 1800 E. Washington Si, 
Charleston, W. Va. 


Washington 
The Washington State Chiropody Examining Committee. 


Board Secretary: Thomas A. Carter, Department of Li- 
censes, Olympia, Wash. 


West Virginia 

Medical Licensing Board of West Virginia will meet for 
examination. Board Secretary: N. H. Dyer, M.D., 1800 
E. Washington St., Chareston, W. Va. 


Wisconsin 

The Wisconsin State Board of Examiners. Board Secre- 
tary: O. J. Trimborn, D.S.C., 8 E. Wisconsin Ave., 
Milwaukee 2, Wis. 


Wyoming 
The Wyoming State Board of es tae in Chiropody- 
Podiatry. Board Secretary: Dr. J. W. Scott, 21 East 


Works St., Sheridan, Wyo. 
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there is hardly a 
condition in 


podiatry 


where 


DESITIN 


OINTMENT 


will not enhance 
your professional skill 


e heloma and tyloma ¢ inflamed nail grooves ¢ ulcers 
e wounds sore joints scaling dermatitis chafing rawness 


DESITIN OINTMENT 


— soothing, protective, 
lubricant, pain-easing, 
healing — combines high 
grade Norwegian cod liver 
oil (with its unsaturated 

samples tary acide and high (po 

° tency vitamins A and D 

and reprint on request in proper ratio for maxi- 
mum efficacy), zinc oxide, 


talcum, petrolatum and 

DESITIN 
CHEMICAL COMPANY 

812 Branch Ave., Providence 4, R, I. DESITIN POWDER 


scientifically balanced medic- 
inal powder, is saturated 
with high grade Norwegian 
cod liver oil, and therefore 
it will not deprive the skin 
of its natural fat. 
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a myo- -vascular relaxant 


Pronounced VA-ZO-DY-LAN 


A 


Mead Johnson is proud to announce the availability 
of VasopiLan, an unusual new compound with myo- 
vascular relaxant action. The unique myo-vascular 
action of this substance is manifested by selective 
relaxant effects on smooth muscle of the peripheral 
and cerebral vascular beds and of the uterus. 


A major indication for Vasopitan is in the sympto- 
matic treatment of peripheral vascular disease. 


selective peripheral action to 
relieve symptoms of arterial 
insufficiency'— 


intermittent claudication 
leg pain 
coldness and numbness of extremities © 


in 
Arteriosclerosis Obliterans 
Diabetic Vascular Disease 
Buerger's Disease 
Thrombophlebitis 


Isoxsuprine hydrochloride, Mead Johnson 


brings blood to the deep tissues by 
direct action on the arterial wall'* 


withremarkable safety in recommended doses 

without adverse effects on coronary flow’? 

without troublesome hypotension or 
tachycardia"? 

without renal effects’? 

without increase in gastric acidity? 

without ganglionic blocking action’* 

without development of tolerance’ 


73959 


Mead 
Johnson 
| 
| 


Available as VASODILAN Tablets, 10 mg., bottles of 100. 
VASODILAN Injection, Ampuls, 2 cc. (5 mg./cc.), boxes of 6. 


Oral Dosage: 10 or 20 mg. (1 or 2 tablets) three or four 
times a day. For complete details on indications, dosage, 
administration and clinical background of VASODILAN, see 
the brochure on this product available on request from 
Mead Johnson and Company, Evansville 21, Indiana. 


Bibliography: (1) Kaindl, F.; Samuels, S. S.; Selman, D., and 
Shaftel, H.: Angiology, to be published. (2) Kaindl, F.; Partan, 
J., and Polsterer, P.: Wien. klin. Wchnschr. 68:186, 1956. 
: (3) Briicke, F., et al.: Wien. klin. Wehnschr. 68:183, 1956. 


Mead Johnson 


Symbol of service in medicine 
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You'll tind everything 
you want and need in 


| 2 com hte line 


Here are shoes for children that adapt themselves 
readily to your corrective prescriptions . . . yet every shoe 
is styled to look like a “regular” shoe . . . freeing your 
patients from any inferiority complex that might 
develop from having to wear shoes that are “different” 
in appearance from those worn by other children. 

For over 35 years the makers of CHILD LIFE shoes have 
concentrated exclusively on juvenile footwear . . . 
making only quality shoes of leather for both “regular” 
wear and orthopedic service. Nine chances out of 
ten there is a specially selected CHILD LIFE dealer in 
your community who will be glad to accept your 
prescription work and who is competent to handle your 
instructions. Write for his name, and for the 
CHILD LIFE service booklet for the professional man, 
featuring representative shoes and wedging procedures. 


HERBST Shoe Manufacturing Company 
Box 2005 Milwaukee 1, Wisconsin 
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...a formulation specifically designed for mycotic nail 
infections now provides an entirely new approach to 
their control: 


@ BY UNIQUE MULTIPLE ANTIMYCOTIC EFFECT ... a recently developed chem- 
ical entity, borotannic complex, provides: (1) directly fungicidai tanning 
action, (2) intermittent acid environment unfavorable to fungal growth 
and development, and (3) sweat inhibition within the area treated. 


@ BY SUPERIOR PENETRATION ... a new organic solvent vehicle assures anti- 
mycotic action in the deep keratin layers. 

FORMULA: each cc. contains 

Borotannic Complex (Derived from : Tannic Acid—46 mg. Boric Acid—29mg.). 75 mg. 
Ethyl Alcohol (by volume) 56% 
ADMINISTRATION: Apply twice daily or more often if necessary. 

SUPPLIED: In bottles of 30 cc. with brush in cap—on prescription only. 


WY NLIT WYNLIT PHARMACEUTICALS, INC., MADISON, N. J. 
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_ for the first time a 
 adefinitive 
gee : 
treatment 
a 
4 onychomycosis 


SCIENTIFIC CONSTRUCTION 


Developed through | 
our modern re- 
search program 


Alden-Pedic lasts and shoes are scientifically de- 
signed to fit the individual foot shape and at the 
same time accommodate your prescribed correc- 
tions and insertions without sacrificing any fitting 
qualities. Alden-Pedic shoes are basic prescription : 
shoes. We do not manufacture a pre-corrected © Right ond left ortho 

or commercial health shoe. heels, long inside 


* Long inside counter 


Doctors who are familiar with the Alden-Pedic 


program have achieved most satisfactory results 


: i and left ribbed steel 
in recommending our shoes. dhenk. 
Write us today for our new illustrated brochure 

* New “Depth Design” 


of Alden-Pedic styles for men and boys and our sabeunibehe th 
new “Progress Report on Shoe and Last Design”. scribed corrections 


C.H. ALDEN SHOE COMPANY (tr 


AND NAME OF 


Custom Boolnakers Since 1884 NEAREST DEALER 
BROCKTON, MASSACHUSETTS 
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THE PES CAVUS SYNDROME AND SOME NEW 


ASPECTS OF TREATMENT* 


Prs cavus (pes arcuvatus), an odd and 
variable foot disorder frequently observed 
in general chiropody practice, is typified 
by a moderate to grossly exaggerated ele- 
vation of both the medial, principal and 
lateral longitudinal arch segments of the 
foot. The intrinsic changes of the pes 
cavus foot represent only a small part of 
the many abnormal physical variations of 
the body, which are clinically demon- 
strated in conjunction with this deformity. 


Etiology 

Heredity is a chief determinant of the 
primary cavus foot type. It frequently 
occurs in two or more members of a family, 
and in many instances in more than one 
generation of a family. The majority of 
cases are found in women, The theory 
that transmission seems to be directly from 
mother to daughter has not been proved. 

The single structure of the lower ex- 
tremity most affected and altered in the 
presence of pes cavus is the tendo Achil- 
lis. This tendon is shortened in varying 
degrees, which may be considered either 
a symptom of the cavus deformity, or as 
a primary etiologic factor. The direct 
*Condensed from paper submitted in the William 
J. Stickel Awards for Research in Chiropody- 


Podiatry 1958. Presented at the Annual Meeting 
of the. A.P.A., Washington, D. C., August 1958. 
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ROBERT B. NICKLAS, D.S.C. 
Pittsburgh, Pa. 


effect of the shortened heel cord is limita- 
tion of dorsiflexion movement of the foot 
upon the leg, at the ankle joint. There are 
many reasons for this limitation of dorsi- 
flexion movement and shortening of the 
tendo Achillis. Following trauma to the 
dorsum of the rearfoot, for example, I 
have demonstrated and confirmed by lat- 
eral roentgenograms of the rearfoot, an 
impingement by spurs of bone in the 
sulcus of the neck of the talus, situated 
just anterior to the articulating surface 
of the talus, with the distal articulating 
surface of the tibia, at the ankle joint. 
Such trauma is usually the result of 
athletic activity. However, a similar im- 
pingement spur phenomenon in the sulcus 
of the neck of the talus has been observed 
in heavy, obese individuals, primarily due 
to stress. Osteoarthritic changes noted 
intra-articularly in the knees of these 
obese patients may result from stress also. 

Nervous tension may produce hyper- 
tonicity of both the fascia and musculature 
of the greater part of the entire posterior 
aspect of the body, and particularly of the 
gastrocnemius-soleus group of leg muscles. 
If these tensions are sustained over a pro- 
tracted period of time, they will ultimately 
produce shortening of the tendo Achillis, 
thus limiting dorsiflexion of the foot. 
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However, the tendo <Achillis may also 
undergo accommodative shortening due 
to abusive, prolonged wearing of high 
heel shoes. 

Weakening of the anterior extensor 
group of muscles of the leg can result from 
debilitating systemic diseases, toxicity, 
and prolonged bed rest. Weakening of 
this muscle group permits the antagonis- 
tic flexor muscles to contract, producing 
a drop foot deformity at the midtarsal 
area of the foot, with cavus deformity. 

Hurler’s syndrome, a congenital disease 
affecting children, results from develop- 
mental aberrations, both in osteogenesis 
and chondrogenesis, producing generalized 
skeletal disorders, among them pes cavus. 
Arthrogryposis multiplex congenita, an- 
other congenital disorder, is characterized 
by marked or complete limitation of motion 
at either single or multiple joints. A fre- 
quent complication is talipes equinovarus. 
Cavus deformity is concurrent with devel- 
opment of the equinovarus. Friedreich’s 
ataxia, occurring in children, predomi- 
nantly in girls, and resembling locomotor 
ataxia, may also produce cavus deformity 
of the feet. 

Malformations of certain body structures 
will cause development of pes cavus, for 
example, myelodysplasia (malformation of 
the spinal cord), or spina bifida occulta 
(incomplete closure of vertebral laminae 
in the lumbosacral area of the spinal 
column) . 

Diseases of, or diseases affecting, the 
central nervous system, such as peripheral 
neuritis, syphilis, poliomyelitis, encepha- 
litis, multiple sclerosis, and others, can 
cause secondary pes cavus changes. Muscu- 
lar imbalance of the leg may be a resultant 
of some neuromuscular disturbance, a 
paralytic process, or a shortening of the 
posterior group of leg muscles and the 
tendo Achillis. 

Two primary diseases of muscle which 
will ultimately produce  cavo-equinus 


deformity are: (1) peroneal muscular 
atrophy (Charcot-Marie-Tooth disease) , 
which causes weakness and atrophy of both 
the peronei and anterior tibial muscles, 
with resultant lateral instability of the 
foot; (2) progressive or pseudohypertro- 
phic muscular dystrophy, which produces, 
among other changes, the shortened tendo 
Achillis. The intrinsic plantar muscle 
structure of the foot, when altered in func- 
tion or in structure, may cause pes cavus. 
The four muscles which are the principal 
deforming elements in pes cavus are the 
adductor hallucis, flexor digitorum brevis, 
flexor hallucis brevis, and the quadratus 
plantae.? 

Finally, postural changes of the body 
can be important etiologic factors. Lor- 
dosis, the primary postural change of the 
pes cavus syndrome, is always associated 
with this foot deformity. It is an exag- 
geration of the normal anterior curvature 
of the lumbar spine, producing a protrud- 
ing abdomen and prominent buttocks. A 
slight lordosis curvature is normal in 
young children and in older infants. 
Functional or compensatory lordosis may 
occur in the presence of thoracic kyphosis. 
It may also result from congenital disloca- 
tion of the hip, muscular dystrophies, con- 
genital hypotonicity of the abdominal 
musculature, and many chronic debilitat- 
ing diseases. 

The pes cavus deformity, therefore, may 
be of primary or secondary type. Secondary 
pes cavus may result from numerous and 
varied disease entities. When primary, it 
is bilateral in occurrence. When second-: 
ary, it may be either unilateral or bilateral. 


Symptomatology 
Subjective Symptoms 
The structural and functional deficien- 
cies of the pes cavus foot cause a contin- 
uous metatarsalgia. Patients are unable to 
bend downward or to plantarflex their 
toes at the metatarsophalangeal joints. An 
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abnormal, superimposed body weight may 
be centered on the ball of the foot, due to 
regression of dorsiflexion of the foot. The 
focal point of distress in the anterior meta- 
tarsal arch is at the head of the second 
metatarsal bone, just proximal to the sec- 


ond metatarsophalangeal joint. Painful 
callosities are present on the plantar sur- 
face of the foot, particularly at the focal 
area. Callus tissue may be present beneath 
the heads of the third and fourth meta- 
tarsal bones, and sometimes beneath the 
head of the fifth metatarsal bone, proximal 
to the fifth metatarsophalangeal joint, and 
also beneath the medial and/or lateral sesa- 
moid bones, proximal to the first meta- 
tarsophalangeal joint. Callosities often 
are present in the soft tissue, pre-metatarsal 
area. In some advanced cases of pes cavus, 
these painful areas of callus tissue are 
actually areas of intractable, and often 
pathologic, keratoses, offering great resist- 
ance to treatment, and producing serious 
disability in the patient. Continuous 
pressure from the wearing of short vamped, 
higher heeled shoes, will produce painful 
callus formation directly over the tendon 
of the extensor hallucis longus muscle, just 
proximal to the dorsal surface of the first 
metatarsophalangeal joint. 

Helomata dura occur on the dorsal 
surface of the heads of the proximal 
phalanges of the four lesser toes, particu- 
larly the second, fourth, and fifth. These 
keratosed areas also occur on the distal 
surfaces of toes two, three and four, be- 
cause of the extreme plantar flexed 
positioning of both the intermediate and 
distal phalanges of these toes upon the 
head of the proximal phalanx at the inter- 
phalangeal articulations. Extreme plantar 
flexion of the distal two phalanges pro- 
duces friction and pressure against the 
inner lining of the soles of shoes. If con- 
tracture of the toes is extreme, all of the 
toes may become “clawed.” In these cases 
helomatous tissue may also be observed 
over the dorso-medial aspect of the head 
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of the proximal phalanx of the great toe. 

Tender, painful areas of acute or sub- 
acute inflammation may be noted over 
the dorso-medial surface of the midtarsal 
region of the foot. Ganglion, bursal 
changes, and later, helomata miliare may 
be present. These changes are most pro- 
nounced in patients who wear the oxford 
type of shoe. Either the peripheral edge 
of one or more eyelets of the shoe, or pres- 
sure from the lace itself, produces this 
irritation. These changes occur most 
commonly in the dorsum of the base of 
the first metatarsal bone and medial 
cuneiform bone, at the first metatarso- 
cuneiform articulation, and less commonly, 
in the dorsum of the first cuneo-navicular 
articulation. 

The prominence of the medial surface 
of the head of the talus and, more com- 
monly, the medial surface of the navicular 
bone, produces irritation in localized areas 
of the skin and bursae. These areas, con- 
stantly irritated by the uppermost portion 
of the inner counter of shoes, may resolve 
themselves into callus formation. Spas- 
modic skin and bursal irritation also devel- 
ops over the medial side of the head of the 
first metatarsal bone at the first metatarso- 
phalangeal joint, and similarly over the 
lateral surface of the head of the fifth 
metatarsal bone at the fifth metatarso- 
phalangeal joint. These areas of irritation 
arise from pressure upon the intrinsic bony 
prominences and osseous changes of the 
heads of both the first and fifth meta- 
tarsals, and also from extrinsic shoe pres- , 
sure. In time, these areas may develop 
callus tissues, frequently complicated by 
the presence of small helomata miliare. 
These prodromal symptomatic changes 
often progress into terminal hallux valgus 
deformity medially, and/or tailor’s bunion 
deformity laterally. 

Sesamoiditis is a common complaint 
of patients with high arch foot deformity. 
Roentgenograms show the sesamoids to be 
greatly roughened and enlarged. This 
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phenomenon results from excessive pres- 
sure upon the sesamoids, and also from 
the pronated gait of these patients. 

Adult patients often walk with their 
feet in a pronated, toed-out attitude. 
Parents noting this tendency in their 
child’s gait, may seek the advice of a 
podiatrist. In the adult patient, but more 
often in the child, ankle valgus is observed 
in varying degrees of severity. When ankle 
valgus is pronounced, we find an associated 
hypotonic, flaccid musculature. 

Men with cavus foot seldom experience 
undue discomfort from shoes. However, 
if the heel height of their shoes is lowered 
one lift or a fraction thereof, they will 
experience pain in the gastrocnemius-soleus 
group of muscles. Women patients are 
usually unable to wear either medium or 
flat heel shoes, because of marked sensa- 
tions of instability and of falling back- 
wards. They have nocturnal cramping 
of the leg and foot, and of the medial 
longitudinal arch and toes, unilaterally 
and bilaterally. Pain in the gastrocnemius- 
soleus muscle group during the day 
is also common. While most of these 
women patients complain of daily dis- 
comfort in the posterior part of the leg, 
a few of my patients have complained of 
pain in the upper third of the anterior 
extensor muscle group of the leg. 

Most patients with cavus foot complain 
of their shoes wearing over laterally, and 
thinning of the outer edge of the soles 
beneath the fifth metatarso-phalangeal 
joint. The outer edge of the entire heel 
may also be similarly worn down and 
thinned. As a result, the entire upper of 
the shoe, from the metatarso-phalangeal 
portion of the foot forward, is distorted 
and drawn laterally, and may even pro- 
trude over the edge of the sole. This dis- 
tortion of tread with shoe disfigurement 
is due, first, to the prevailing use of the 
inflare type of shoes, and, secondly, to the 
hypertonicity of the musculature of 
patients with the cavus deformity. 
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Moreover, patients with primary pes ca- 
vus manifest hypertonicity of the muscula- 
ture. A majority complain of pain on the 
lateral surface of both leg and knee. In ad- 
vanced cases, this pain may radiate in the 
limb, to above the knee, and extend into 
the slight sulcus found along the lateral 
surface of the thigh. This sulcus, or de- 
pression, demarcates the course of the 
iliotibial band, as it extends distally from 
the pelvic brim to the lateral side of 
knee, with prolongations of some of its 
fibers down the lateral side of leg. 
This pain also may be exacerbated and 
exaggerated by constant stretching of these 
structures, due to the distorted shoe tread, 
and to the lateral instability of the ankle 
joint. 

The most common complaint is chronic 
pain in the lower back, described as dull, 
annoying, and persistent, with periods of 
remission. This pain is geographically 
located at the belt or skirt level poste- 
riorly, and, rarely, lower in the sacroiliac 
area. The site of pain is at the lumbo- 
sacral level of the spinal column. This 
usually chronic back pain is initiated or 
exaggerated by excess of exercise and 
stress, and also by nervous tension, On 
occasion, patients complain of unilateral 
back pain in the same level of the spinal 
column. These patients often reveal a 
clinical picture of functional shortage of 
one limb, arising from extreme musculo- 
fascial contracture, with pelvic tilting to 
the right or left side. 


Case Report: A woman 58 years old, for a 
period of 17 years, had a shortened left limb, a 
mid and low back pain, and a left shoulder pain 
below the left scapula bone and the left portion of 
the posterior neck region. She sat comfortably only 
in a straight back chair, with a cushion to support 
her back. None of the roentgenograms of her back 
and pelvis made at various times revealed either 
osseous or intervertebral disc pathology. Ortho- 
pedic examinations showed a structural shortage 
of her left limb. During these 17 years she had 
been wearing accommodative heel and sole eleva- 
tion on her left shoe for this structural shortage. 

Physical examination revealed contracture of the 
left erector muscle, which caused a slight shift of 
the pelvis to the right, and she had a marked 
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lordosis with relaxation of the abdominal muscula- 
ture. Flexion of her trunk to the right and left 
gave a slight pull in the opposite flank. She could 
flex her trunk forward to only 50 degrees, being 
limited by bilateral contracture of the hamstring 
and the gastrocnemius-soleus muscle groups. Her 
crouch (flexion of the thighs upon the abdomen) 
was quite short. She had a rather painful left glu- 
teal muscle. The left gastrocnemius-soleus muscle 
group was markedly contracted, the right group 
less so. Straight leg raise was possible to 60 degrees. 
Severe neuro-muscular tensions and hypertonia 
were noted. Reflexes were exaggerated on both of 
the lower extremities—patellar, plantar reflex of 
the foot, and Achilles reflex. Primary pes cavus, with 
severe acquired structural weakness of the posterior 
transverse arches, bilateral, was observed. A diagno- 
sis was made of primary pes cavus, with “soft tissue 
back” (described below) and functional shortage 
of the left limb, due to pelvic tilt to the right. 

The treatment prescribed consisted primarily of 
stretch exercises three times daily, for the pes cavus 
syndrome. Adjunctive foot care by massage and 
manipulation, and with diathermy and variometer 
types of physical therapy was administered. No ele- 
vations to the left shoe were prescribed; all pre- 
vious elevations on her shoes were removed. This 
patient became asymptomatic within three months 
and was still without symptoms when seen one and 
one-half years later. 


Objective Symptoms 

A positive diagnosis of true cavus de- 
formity is often difficult to make--for 
example the difficulty in estimating the 
weight bearing factor in a patient with 
a fleshy foot. The excessive soft tissues of 
these feet may obscure the actual visual 
height of the medial longitudinal arch. 
Positive diagnosis of many primary pes 
cavus deformities will depend upon 
roentgen examination of the foot, which 
may reveal many of the intrinsic and 
pathognomonic physical disorders and 
anomalies common to this foot type. 

One authentic finding of this foot type 
is the abnormal length of the patient’s 
toes; a discrepancy in the length of the 
toes is usually due to unusual length pat- 
terns of the metatarsal shafts. In isolated 
cases the primary anomaly may exist 
intrinsically in one or more toes. The 
common pattern of the metatarsal bones 
in the cavus foot is usually, starting with 
the longest shaft, two, one, three, four and 
five, the first metatarsal bone being shorter 
than normal in its relationship to the 
fourth metatarsal bone. Or the length 


PODIATRY ASSOCIATION, Aucust, 1959 


pattern may be two, three, one, four and 
five. Due to abnormality of length pattern, 
the second metatarsal head chiefly, and the 
third metatarsal head to less extent, are 
exposed to excessive and localized pres- 
sures, causing heavy callus tissues and 
keratoses on these areas. In many cases of 
Freiberg’s infraction, the head of the 
second metatarsal bone is affected and, 
less commonly, the head of the third 
metatarsal bone. The infraction in most 
instances is concurrent with the high 
arched foot type. 


Tailor’s bunion, observed almost uni- 
versally in patients with cavus foot, affects 
the lateral surface of the head of the fifth 
metatarsal bone, with ultimate develop- 
ment of an exostosis in this area. The 
anomaly of Tailor’s bunion, as demon- 
strated on the dorsoplantar roentgen view, 
is due to the shortness of the fifth meta- 
tarsal segment. Lateral extrinsic shoe 
pressure, principally from the inflare type 
of last, is, in part, responsible for the 
deformity. 


Hammertoe deformities with slight 
to severe degrees of pathologic changes 
are quite evident, with alteration of one 
or more toes. In severe cases, as in claw- 
foot, all five toes may be deformed. In 
moderate cases there is dorsal subluxation 
of the head of the proximal phalanx of the 
toe upon the base of the intermediate pha- 
lanx, with fixed plantar flexion deform- 
ity of the distal two phalanges. In severe 
cases the base of the proximal phalanx 
may be dorsally subluxated, or even dis- 
articulated upon the head of the meta- 
tarsal bone at the corresponding metatarso- 
phalangeal joint (Fig. 1). Helomatous 
tissues are usually present over the dorsum 
of the heads of the proximal phalanges, 
so subluxated. 


Metatarsus varus is pathognomonic of 
the pes cavus foot, and affects metatarsal 
bones two, three, and four. In infants 
and small children, adductus varus may be 
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a major foot deformity. Many of the cavus 
and metatarsus varus feet of older children 
and adolescents have lost their symptom of 
adduction, and, therefore, the adult cavus 
foot rarely manifests the adduction de- 
formity. An adduction deformity is 
manifested by convexity of the lateral 
border of the foot, as demonstrated by 
dorsoplantar roentgen views of the cavus 
forefoot (Fig. 1). 


Fig. 1 — Roentgenogram demonstrating 
dorsal disarticulation of the left, second 
proximal phalanx upon the head of second 
metatarsal bone in severe hammer toe de- 
formity; metatarsus varus deformity, bi- 


lateral, affecting metatarsal bones two, 
three and four. Also shown is measure- 
ment of intermetatarsal angle between 
metatarsals one and two bilateral. In both 
feet this angle exceeds the ten degree max- 
imum. Note methods of marking the meta- 
tarsal bones. 


An associated metatarsus primus varus 
may be demonstrated both by dorso- 
plantar roentgen view of the cavus fore- 
foot, and by physical examination of the 
hypermobile first metatarsal segment. The 
first metatarsal segment is in an attitude 
of adduction and varus. This phenomenon 
is important because of its far-reaching 
effects upon the cavus foot. This condi- 
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tion causes metatarsalgia, since it produces 
an inefficient push off on the laterally dis- 
placed hallux and sesamoid bones. These 
patients will walk on the head of the 
longer second metatarsal bone, to relieve 
pressure upon the first metatarsal segment. 

Hallux valgus is usually present, in a 
varying degree of severity, in the cavus 
foot. The metatarsus primus varus, with 
shortening of the first metatarsal segment, 
eventually permits the lateral capsule of 
the first metatarsophalangeal joint to 
contract, as well as the conjoined tendon 
of the adductor hallucis muscle. A dorso- 
plantar roentgen view of the cavus fore- 
foot will demonstrate the deformity of 
metatarsus primus varus, and also allow 
actual measurement of the intermetatarsal 
area between the shafts of metatarsal bones 
one and two. Most patients with moderate 
cavus defect will manifest an intermeta- 
tarsal angle of ten degrees or less, but in 
the presence of true metatarsus primus 
varus with a hallux valgus complication, 
this angle may be from 15 to 20 degrees 
or more. To measure this angle, the center 
of the articular surface of heads of meta- 
tarsal bones one and two is marked, 
together with the center of their proximal 
articular surfaces. The marking of the 
distal articulating surface of the first 
metatarsal bone is centrally made, exclu- 
sive of the medial exostosis associated with 
the hallux valgus (Fig. 1). 

Acquired structural deviations from 
normal alignment in the posterior trans- 
verse arch of the foot are present in many 
cavus patients. Such structural changes 
create specific joint tensions of one or more 
articulations of the posterior transverse 
arch of the foot, further limiting normal 
motions of the foot. These can be elicited 
by palpation and render the foot unstable. 
The foot may cause the patient’s shoe to 
override the outer edge of the sole; this 
makes the cavus foot susceptible to lateral 
sprain and strain. 

Exostosis, or spur formation, on the 
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plantar surface of the medial tubercle of 
the calcaneus is commonly associated with 
cavus foot. The incidence of calcaneal spur 
is high, because of the stress placed upon 
the periosteum at this point by the taut 
plantar aponeurosis, ligaments and muscu- 
lature. Calcaneal spurs are also prevalent 
on the posterior surface of the calcaneus, 
due to the severe upward pull of the gas- 
trocnemius-soleus muscle group. 

As revealed in lateral roentgen views 
of the rearfoot of a cavus foot, the talus 
and calcaneus are forced into a dorsiflexed 
position, with the upward pitch of the 
calcaneus abrupt and acute. The forepart 
of the cavus foot is in a mashed attitude 
of plantar flexion. This altered relation- 
ship of the talus and calcaneus bones may 
be accurately measured, by measuring the 
tuber-calcanei angle (Fig. 2). Normally, 
this angle is from 10 to 40 degrees; if this 
angle is greater than 40 degrees, conserva- 
tive therapy is likely to be ineffective. 

Ankle valgus is often objectively ob- 
served in association with a cavus foot. The 
predisposing factor of ankle valgus is hypo- 
tonia. Because of the large percentage of 
cavus feet manifesting hypertonia, the 
percentage of ankle valgus is lim- 
ited. In many younger children and in 
some older children, particularly girls, 
ankle valgus is more pronounced in wear- 
ers of low heel shoes. However, this ankle 
valgus lessens as children become older and 
increase the height of their shoes, thereby 
accommodating the shortness of the tendo 
Achillis. Genu valgum, and less often genu 
recurvatum, may be demonstrated in asso- 
ciation with ankle valgus. Varicose veins, 
and slight to moderate venous insufficiency, 
are present, due to hypertonia which inter- 
rupts normal muscular support to the ve- 
nous column of blood. 

Exaggeration of lordosis, a common pos- 
tural change associated with the pes cavus 
syndrome, when accompanying the hyper- 
tonia, produces a “soft tissue” back. The 
chronic, dull aching of these “soft tissue” 
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backs may be exacerbated by excessive ex- 
ercise, strain or nervous tension. Roentgen 
views of these “‘soft tissue” backs generally 
show no osseous or soft tissue pathologic 
lesions. Yet in many of these cases, the 
muscular contracture may be so severe uni- 
laterally, as to produce functional shortage 
of one limb, because of the pelvic tilting. 
A compensatory cervical kyphosis is usu- 
ally present which, if primary, may also 
produce the lordosis effect. 


Fig. 2 — Lateral roentgenograms of male, 
aged ten years. This pes cavus foot de- 
formity was secondary to encephalitis at 
age six years. Note the method of marking 
the subtalar joint to measure the tuber- 
calcanei angle. The angulation is beyond 
limit for conservative care. 


soth the active and passive motions of 
the lower extremities are markedly limited, 
particularly plantar flexion of the toes at 
the metatarsophalangeal articulations, and 
dorsiflexion of the foot upon the leg at the 
ankle joint. The patient may be unable to 
completely extend the knee joint on weight 
bearing, if his bared feet are held together 
and parallel to each other. If the feet are 
in pronation or eversion, the knees may be 
fully extended. Movements of eversion and 
supination are usually quite free, because 
of the lateral instability of the cavus foot. 
There is marked limitation of forward 
flexion of the trunk of the body upon the 
extremities, and also of the lateral move- 
ments of the trunk. The effects of the mus- 
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cular imbalance of the body upon the pa- 
tient with cavus foot are far reaching, due 
to general musculo-fascial contracture of 
the entire posterior aspect of the body. 
This gross picture of posterior contracture 
of both muscle and fascia is important 
in relation to treatment. ‘‘Sherring- 
ton’s law of reciprocal innervation” states 
that for every muscle group that performs 
one function, there is an antagonistic group 
of muscles to oppose this movement. We 
perform a motion freely, because the op- 
posing antagonistic muscle group is simul- 
taneously relaxed. In the presence of con- 
tractures relaxation is interfered with and 
motions are inefficiently produced. 


Diagnosis 

Diagnosis of primary pes cavus syndrome 
may be made by observation of the follow- 
ing criteria: 

1. The bilateral marked elevation of the 
medial and lateral longitudinal arch seg- 
ments of the foot. 

2. Excessive weight transmission through 
one or more metatarsal heads. 

3. Contracture of extensor tendons, dor- 
sally, to the four lesser toes, and less com- 
monly to the great toe. 

4. A high instep with some osseous 
changes over the first metatarso-cuneiform 
or medial cuneo-navicular articulations. 

5. Contracted plantar aponeurosis. 

6. Contracture of the short flexors of the 
toes. 

7. Contracture of the tendo Achillis. 

8. Contracture of the capsular ligament 
at the dorsum of the metatarso-phalangeal 
joints. 

9. Plantar flexion of the lesser toes at 
the first interphalangeal joint. 

10. Limited dorsiflexion of the foot on 
the leg at the ankle, with exaggerated plan- 
tar flexion of the foot at the midtarsal ar- 
ticulations. 

11. The presence of lordosis—slight to 
gross exaggeration of a normal anterior 
lumbosacral curvature. 
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12. Cervical kyphosis may be present as 
compensation for the lordosis. 

13. “Soft tissue back,” due to muscle 
contracture of the lower back, with limita- 
tion of the forward and lateral flexions of 
the trunk of the body. 

14. Metatarsus varus, metatarsus primus 
varus, sesamoiditis, hallux valgus, and cal- 
caneo-cavus deformity, due to the altered 
attitude of the talus and calcaneo-cavus at 
the subtalar articulation, are pathogno- 
monic diagnostic findings, demonstrated 
by roentgen examination. 

Differential diagnosis must be made care- 
fully in order to distinguish the primary 
cavus deformity from a secondary one. 
Primary pes cavus develops bilaterally. 
Secondary pes cavus can be either bilateral 
or unilateral. The secondary type is often 
progressive, with poor or no response to 
conservative therapy. Complete, thorough 
history records must be made on these pa- 
tients. Examinations must be exhaustive. 
The neurologic examination is important 
in eliciting all abnormal reflexes, and in 
demonstrating the diminution or loss of 
normal reflexes, and should include all 
other simple neurologic tests. Deviations 
from normal, particularly in the neuro- 
logical examination, will necessitate refer- 
ral to either a neurologist or orthopedist 
for further study and treatment. 


Case Report: A married woman, aged 29 
years, and having one child aged two, complained 
of severe nocturnal pain in both of her lower limbs, 
principally in the posterior leg and knee areas, 
when examined in April 1951. The pain was not 
of cramping type, but a dull, annoying hurt, with 
periods of remission. It was exaggerated by exer- 
cise, and by emotional disturbances. Her own his- 
tory and her family history revealed no sickness, 
disease or trauma pertinent to her podiatric prob- 
lem. She had had severe leg pains during the 
prenatal and postnatal period with her child. 

Physical examination revealed good bilateral cir- 
culation in the lower extremities, as determined 
by oscillometric readings. Dorsalis pedis and pos- 
terior tibial arteries bilaterally were regular and 
strong. There were no varicosities on either thigh 
or leg. Venous stasis was present spasmodically. 
Lordosis was severe, with generalized hypertonicity. 
Reflexes of the lower extremity were hyperactive. 
Her crouch was very short. Left and right flexion 
of the trunk was limited; slight kyphosis was pres- 
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ent. Straight leg raise was 65 degrees, limited by 
bilateral contracture of the hamstring and gastroc- 
nemius-soleus muscle group. A medium arched foot 
type, without pes cavus, was observed. There was 
marked limitation of all foot motions, principally 
of dorsiflexion of the foot and plantar toe flexion 
bilaterally. 

The patient was treated with stretch exercises, 
twice daily. Massage and manipulation therapy 
were used as local foot treatment. The patient re- 
sponded favorably, with periods of exacerbation of 
lesser severity than had been previously experi- 
enced. She moved to another state just prior to 
her planned visit of April 1955. The longitudinal 
arch segments of her foot were slightly cavus. Leg 
pain was still present, but periods of remission 
had become less frequent. On her next visit, in 
November 1955, a bilateral cavus deformity of the 
feet was revealed. Bilateral leg pain was slightly 
more severe. In April 1956 the bilateral cavus 
deformity of the feet was more progressive than 
at her last visit. Pain in her legs was of greater 
severity and more constant. She had noted other 
changes: a marked paresthesia or numbness and 
tingling in upper and lower extremities, and a 
gait increasingly difficult, due to bilateral ‘stiffness 
of the joints of her feet and ankles.’ Partial 
symptoms of the Charcot triad, for example tremor 
and scanning speech, were present. A slight positive 
Babinski reflex was noted bilaterally. She related 
“periods” of difficulty in chewing and swallowing, 
and periods of weeping and laughter without 
warning. 

Diagnosis at this visit was a recent pes cavus, 
apparently secondary to some neurologic disturb- 
ance. She was referred to a neurologist near her 
home in another state, for neurologic examination. 
A report received a year later confirmed a diagnosis 
of multiple sclerosis. The pes cavus foot was sec- 
ondary to this disease. All podiatric treatment was 
discontinued. 


Treatment 

Advanced cases of cavus foot deformity, 
and progressive cases resulting from some 
systemic disease process, require surgical 
treatment. For this radical rehabilitation 
type of surgery the patient is referred to 
the orthopedic surgeon. A few of the sur- 
gical technics that are being used in surgi- 
cal correction of a cavus deformity are 
fasciotomy, tenotomy, tendon transposi- 
tion, reconstruction of tarsal bones, arthro- 
desis of the intraphalangeal joints, arthro- 
desis of the subtalar and midtarsal articula- 
tions, posterior wedging of the subtalar 
articulation, plantar muscle denervation, 
or, in many instances, combinations of such 
procedures. The results of such surgery 
are variable. Rehabilitation surgery is 
most essential to further rehabilitation of 
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the more advanced or progressive cavus 
foot type. 

Various types of physical therapy are 
helpful in some measure. Diathermy and 
hydrotherapy are of some value, as are low 
voltage currents, such as sine wave, or vary- 
ing galvanic currents. 

Manipulation is of some slight value, 
principally in those cases which manifest 
superimposed, acquired, or structural 
changes in the midtarsal areas of the foot. 
These areas of structural weakness repre- 
sent subluxations between the osseous 
elements of the posterior transverse arch 
and/or with those osseous structures lying 
immediately distal or proximal to that 
arch. Manipulation is of value only when 
these structural weaknesses are demon- 
strable by palpation. This type of therapy 
will alleviate the joint tension, muscular 
imbalance and limitation of motion which 
are directly and specifically caused by these 
subluxations. 

Prosthetic appliances designed for bal- 
ance of this foot type are quite useful. 
Anterior metatarsal appliances alleviate 
forefoot pressure in specific anterior meta- 
tarsal areas of the foot. 


Certain types of shoes are of considerable 
importance in the regimen of treatment. 
The height of heel for the woman patient 
should ‘be to ther comfort and tolerance, 
according to the shortness of the tendo 
Achillis. Women patients should, if pos- 
sible, change their heel heights daily, so 
as not to continuously accommodate the 
shortage of the posterior fascia and mus- 
culature. The shoes should have long 
inner counters, from the heel to the ball 
of the foot. The ideal shoe is of outflare 
last, with lessening of shoe pressure on the 
lateral three toes, and the fifth metatarso- 
phalangeal joint, to help counteract the 
tendency of the shoes to turn toward the 
lateral edge of the soles. 

Specific exercise is a form of therapy 
which will achieve greater relief for the 
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symptoms of the pes cavus syndrome than 
any other one type of conservative treat- 
ment. The exercises prescribed are all 
stretching exercises, designed to overcome 
contracture of the posterior muscles and 
fascia of the body. These muscular and 
fascial structures to be stretched, extend 
distally from the nuchal ligament in the 
posterior cervical region of the spinal col- 
umn, downward to the gastrocnemius-soleus 
muscle group, and ultimately to the short 
flexors of the foot and toes. Strengthening 
exercises of the anterior extensor group of 
muscles are not successful, because of the 
great resistance of the posterior contracted 
structures. 


Prognosis 

The prognosis of primary pes cavus feet, 
treated conservatively, by either the ex- 
ercise regimen of treatment alone, or in 
conjunction with other measures of con- 
servative treatment, is very favorable. Such 
prognosis is possible by reason of: 

1. The increased ranges of function of 
the entire lower extremity, by having 
the resistance of contracted 
posterior musculo-fascial structures of the 
body. 

2. Rendering the patient free of the 
symptoms produced by musculo-fascial 
contractures, especially the complaint of 
“soft tissue” back. 

3. Women patients being better able to 
adjust to shoes with varying heel heights, 
as a result of stretch exercises. 

4. Prevention of further progression of 
the primary pes cavus foot deformity. 

5. Lessening, through increased foot 
and leg functioning, the pain from plantar 
keratoses, as well as the pain from helo- 
mata present in the toes. 


overcome 


Children, particularly those of pre-school 
age, respond more rapidly and effectively 
to the exercise method of therapy than 
adult patients do. In children with hyper- 
tonia, the end result of such therapy is ex- 
cellent. Motor patterns pass through a 


progressive series in early life and are an 
interwoven series of flexion and extension 
of all motions of the body. The adult pat- 
tern is set in the early years of life. 
Through consistent early training, such 
motor patterns can be conditioned. 


Summary 
Pes cavus feet are but one part of the 


myriad of body variations from normal, 
which are collectively known as the pes 
cavus syndrome. These changes include 
postural deviations, musculo-fascial con- 
tractures of the entire posterior aspect of 
the body, and the pes cavus foot itself. 

Pes cavus, per se, may be primary or 
secondary. 

Pes cavus syndrome changes respond 
favorably to stretch exercise treatment by 
overcoming limited motions of the body 
associated with the synarome. The com- 
fort of the patient is greater, since the com- 
fort is in direct proportion to the proper 
functioning of the body. 

Treatment of the high arched foot, of 
itself, is unsatisfactory because of the pres- 
ence of the many other variations from 
normal. 
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“Always act as if it were impossible to fail and God will see you through.” 


—Unknown 
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NotuincG less than a perfect prescription, 
or correction, or treatment, is good enough 
for a podiatrist’s patients. Yet, strange as 
it may seem, a surprising number of podia- 
trists have far from adequate prescription 
themselves—if they wear glasses. And 
many more need visual correction they 
are not getting, according to recent oc- 
cupational vision surveys.! 

Treatment, therapy, using precision 
instruments, and looking at a variety of 
heights and distances; all these demand 
top-quality vision. But more than that; 
headache, eyestrain, fatigue, errors, and 
sluggish work can be the price if your 
vision doesn’t fit your job. Modern know- 
how in occupational vision, along with 
new types of lenses, can solve most prob- 
lems of seeing in the podiatrist’s office. 

Your eyes must focus and aim all day 
long, and they must see rapidly and ac- 
curately. If they don’t, the result can be 
anything from a wrong diagnosis to a 
slip of the knife. Vision passable on some 
jobs won’t do in the podiatrist’s office. 
There: is too much at stake. Early need 
for visual care is an occupational neces- 
sity, not only because of long hours of 
study but because of the exacting nature 
of the work. Even the young podiatrist 
may find he needs spectacles to keep up 
the pace because relatively “minor” vis- 
ual deficiencies may be a source of difh- 
culty. 20/20 eyesight may not be good 
enough. 

The podiatrist who knows he has a 
visual problem, should be particularly 
careful to see that it is fully corrected for 
his working conditions. Though glasses 
have never been necessary before, careful 
examination is indicated at the first sign 
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of any symptoms. Need for visual care 
may be brought on by your work, though 
it is possible in many cases that glasses 
will not be needed outside the office. The 
critical close work done by the podiatrist, 
often from as close as 10 to 12 inches, to 
study foot tissue or use a surgical instru- 
ment, can bring on early need for visual 
care. 


observation of the 
feet is done at 16 to 20 inches. From 
here the eyes must focus quickly and 
accurately to the instrument stand 
at arm’s length away, and this may 
not be possible with a limited range 
of near vision. 


Fig. 1 General 


Visual problems the practice of 
podiatry become severe when the eyes can 
no longer easily focus for close work. This 
happens to all of us past forty. “Longer 
arms or glasses” become necessary as small, 
near objects begin to look blurred. The 
be-spectacled podiatrist may find that his 
Rx made for distance seeing no longer 
does the job for near work. Yes, it is the 
“bifocal stage.” 

Once presbyopia, the loss of near vision, 
has set in, no single prescription will do 
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the job for seeing at both distance and 
near. Lenses can be made to focus at any 
distance desired, but not all distances. It 
takes two pair of glasses or bifocals. For 
many podiatrists it will ultimately take 
even more, probably trifocals, to give the 
best in seeing to practice their profession. 


Fig. 2 Precise vision is necessary for 
using instruments at the usual 12 
inch working distance, and this is 
considerably closer than the average 
reading distance for which glasses 
are generally made. 

“Reading glasses,” focused only for 
short distances, would be a very poor 
choice for a podiatrist. At first, “weak 
bifocals” are satisfactory, as long as the 
eyes themselves can automatically adjust 
through a good near-vision range. It may 
be possible to see as close as 12” and as 
far out as arm’s length with first bifocals. 

But that range of vision has an annoy- 
ing habit of getting narrower as the lens’ 
accommodating ability wanes. Neck cran- 
ing and head moving is often necessary 
to see clearly and accurately in the many 
positions demanded in the _podiatrist’s 


work. Things have to 
height and position to 
length seeing generally 
less blur, no good with 
bottom of a bifocal lens. 
To solve these critical problems, podia- 
trists have been studied as they work. 
These studies are reported in a new man- 
ual “Guide to Occupational Vision.”* 
Here are some of the things you must do 
with your eyes; general foot observation, 
care and treatment is done at 16 to 18 
inches from the eyes; but when using 
surgical instruments, the working distance 


be just the right 
see them. Arm’s 
becomes a_ hope- 
either the top or 


Fig. 3 Viewing the reflected image in 
the Plantarscope requires a seeing 
distance of about 34 inches. For the 
podiatrist with bifocals, this is too 
close to see with the distance lens 
and too far for the near lens. This is 
a case in which a trifocal might be 
needed for most accurate seeing. 
is only 10 to 14 inches and this is consid- 
erably closer than “ordinary bifocals” (or 
even “reading glasses”) would be focused. 
This exceptionally near-working distance 
must be considered when your occupa- 
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tional lens prescription is made, other- 
wise your glasses will not be efficient 
enough for your most critical seeing 
distances. Glasses made for reading or 
seeing at home (generally made for the 
easy reading distance) probably won’t do 
for exacting close work at the office. 


Seeing at arm’s length, anywhere from 
22 to 34 inches, is also a part of every 
day’s work. The accompanying illustra- 
tions show the use of the Plantarscope 
which takes a seeing distance of about 34 
inches (making allowance for the image 
reflected in the mirror) and setting con- 
trols on an ultrasound generator, which 
requires seeing at arm’s length and only 
a little below eye level. Instrument stand, 
treatment tables, storage and supplies, all 
require vision beyond the critical near 
vision distance for working on the patient. 


Even when a bifocal will still do the 
job, the bifocal segment (the lower section 
made for near vision) should be set rather 
high and be wider than average to provide 
a larger useful field of near vision, which 


is the essential area of the podiatrists’ 
work. A bifocal of this type will minimize 
head tilting. 


The trifocal lens will be the best choice 
when the bifocal range becomes too 
limited. A large intermediate-distance 
seeing section will make it possible to 
focus clearly at arm’s length and do it 
quickly and accurately. The lower por- 
tion of the lens (the bifocal part) can 


Fig. 4 This situation requires good 

vision at arm’s length to set controls, 

a distance of 22-34 inches. 
produce the necessary critical nearpoint 
focus. 

A proper prescription for seeing can 
have a lot to do with how well the podia- 
trist performs his work. 

5930 South Croft Ave. 
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|. Introduction 

Wuie working at Brooke Army Medical 
Center Foot Clinic during 1955 and 1956 
to find a simple but effective method of 
treating infected corns, calluses, ingrown 
nails, bunions and tape reactions, chloro- 
phyll, benzocaine and urea were evaluated 
separately and in al! possible combinations 
by topical application. Superior results 
were obtained when all three of these 
agents were employed in combination: 
chlorophyll to promote normal tissue re- 
generation; urea as a cleansing and de- 
bridement agent; and benzocaine for its 
topical anesthesia. 

For some years chiropodists interested in 
the treatment of local infections from corns, 
calluses and ingrown nails have noted the 
apparent relative increase in the use of 
systemic penicillin for these infections. The 
changing pattern of treatment of these in- 
fections, unfortunately, has often been ac- 
companied by reactions to penicillin and 
increased bacterial resistance to penicillin. 

It is the authors’ hope to show that it is 
possible to treat such local infections by 
drainage and the use of a topical prepara- 
tion containing chlorophyll, benzocaine 
and urea which in combination had been 
found to be useful by one of the authors 
during his investigations at the Brooke 
Army Medical Center Foot Clinic. Since 
this author’s release from service, this in- 
+ Chiropodist, Delaware Osteopathic Hospital, 

Delaware, Ohio, and formerly staff chiropodist, 

Summit County Home and Hospital, Akron, 

Ohio; President, Delaware Crippled Children’s 
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vestigation has been continued with a sim- 
ilar ointment that is commercially avail- 
able under the trade name, C-B-U,®' hav- 
ing the following composition: 1% water- 
soluble chlorophyll extract (50° chloro- 
phyllins) , 10° benzocaine and 33.2% urea 
in a vanishing, greaseless, washable and 


absorbent type of ointment base. 


ll. Actions 

A. Urea (Carbamide), U.S.P., B.P. 

The British Pharmacopoeia defines urea as 
a diamide of carbonic acid and requires it 
to contain not less than 99.5°%, of CH,ON,. 
Urea occurs as a colorless to white, pris- 
matic crystal, or as a white crystalline pow- 
der. It is almost odorless but it may gradu- 
ally develop a slight odor of ammonia upon 
long standing. Its solutions are neutral to 
litmus. One Gram of urea dissolves in 1.5 
ml. of water and in about 10 ml. of alcohol. 
Since the demonstration of the value of 
urea as a local therapeutic agent for in- 
fected wounds, several surgeons reported 
favorably on its use’? 

B. Chlorophyll, obtained from the green 
leaves of higher plants, is a mixture of two 
closely related substances — chlorophyll-a 
and chlorophyll-b. Both substances con- 
sist of a complex molecule in which four 
hydrocarbon rings are joined through three 
CH; bridges and one cyclopentanic ring in 
a cyclic structure at the center of which is 
a magnesium atom. In 1940 Gruskin* re- 
ported deodorizing and tissue stimulating 
effects from the local applications of chloro- 
phyll. Finkel and Levine® reported good 
results in the treatment of burns and 


®! Warren-Teed Products Co., Columbus, Ohio. 
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chronic ulcers with chlorophyll and urea 
ointment. 

C. Benzocaine (ethyl aminobenzoate) occurs 
as small, white crystals, or as a white, crys- 
talline powder. It is odorless and is stable 
in air. Ethyl aminobenzoate exhibits local 
anesthetic properties when placed upon the 
tongue. One Gram of ethyl aminobenzoate 
dissolves in about 2500 ml. of water and in 
5 ml. of alcohol. Benzocaine is a local anes- 
thetic of wide use. It belongs to the class 
of anesthetics that are slightly soluble in 
water; it is comparatively nonirritating, 
nontoxic and poorly absorbed. Many den- 
tists have found benzocaine useful as a 
topical anesthetic®. 


Ill. Method of Application 

A 14% ounce tube of C-B-U Ointment is 
dissolved in a quart of water. A three fluid 
ounce dropper bottle of this solution is 
dispensed to the patient with a “Shake 
Well” label. The patient is instructed to 
apply this solution four or five times daily 
to dressings for infected corns, calluses, in- 
grown nails and bunions. A word of cau- 
tion — let it be clearly understood that the 
patient must keep in contact with the doc- 
tor at all times. There may be a sensitivity 
to any one of the active ingredients on rare 
occasions. If a sensitivity arises, it can usu- 
ally be controlled by simply discontinuing 
the treatment. 

The authors, while working with C-B-U 
solution, have found that application of 
C-B-U Ointment in direct contact with 
weeping fungal infections has been of great 
benefit in bringing the inflammation under 
control. The ointment is applied directly 
to the infected part and bandaged with a 
self-adherent gauze. These dressings are 
changed twice a week. Marked improve- 
ment in the condition is usually noted 
within two to three weeks; then routine 
fungicidal treatment may be instituted to 
clear the condition. 

On occasion, full strength C-B-U Oint- 
ment has been applied directly to ulcerated 
areas with an apparent benefit to the con- 
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dition’. Here again, caution must be ob- 
served; if full strength ointment appears 
to be irritating, it may be mixed with 
equal parts of white petrolatum to pro- 
vide a more bland, nonirritating prepara- 
tion. Of course, if the ulcer is diabetic in 
origin the diabetes must be adequately con- 
trolled by a physician and the chiropodist 
should consult with the physician from 
time to time regarding the patient’s prog- 
ress. 


IV. Results 

The following conditions were vastly im- 

proved clinically by the topical use of C-B-U 

solution alone: 

A. Infected corns, especially of the heloma 
molle variety between the fourth and 
fifth toes. 

. Infected, ingrown nails. 

:. Infected adventitious bursae of the first 
or fifth M-P joints. 

D. Infected plantar calluses. 

E. Tape reactions. 

One hundred patients were treated dur- 
ing this evaluation of C-B-U solution with 
a large percentage of satisfactory results. 

Classes of patients treated: 

A. Six years old to 78 years old. 

B. Both male and female patients. 

C. Both Caucasian and Negroid patients. 

D. There were two unsatisfactory results. 


1. One case required, in addition to the 
above therapy, systemic antibiotic 
therapy to bring the infection under 
control. 


One case appeared to be sensitive to 
the medication; therefore, medica- 
tion was discontinued and patient 
was treated with other therapy. 


V. Conclusion 

This is a report of our experiences with 
C-B-U Ointment and solution in the treat- 
ment of superficial infections, either bac- 
terial or fungal, or both. Most of us realize 
that there is a gross uncalled-for misuse of 
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the so-called “wonder drugs.” All you need 
is one bad reaction from penicillin to bring 
this out clearly. Let it be understood that 
we do not advocate the abandoning of anti- 
biotics but we do wish to emphasize the 
importance of a more discriminate use of 
them. We have attempted to show that 
with the use of local drainage and with 
wet dressings of C-B-U, a large majority of 
these conditions can be satisfactorily im- 
proved clinically. Our evidence suggests 
that the method of treatment described will 
materially reduce the period of disability 


and avoid the possibility of reaction that 
might otherwise occur from the use of sys- 
temic antibiotics. 

59 W. Central Ave. 

44 Public Sq. 
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AN EVALUATION OF A BUFFERED COMBINATION OF 
ACETYLSALICYLIC ACID, AND VITAMINS C AND K FOR 


COLLAGEN FOOT DISORDERS 


Amonc the most frequent complaints in 
daily podiatry practice are the various 
arthritides and associated collagen dis- 
orders. Effective symptomatic control of 
these complaints often presents a most 
vexing problem. Prolonged administra- 
tion of steroids commonly causes unde- 
sirable side effects, such as retention of 
water and sodium and suppression of ad- 
renal and pancreatic function. While 
these effects are reversible, at the same 
time pain and discomfort are likely to in- 
crease when steroids are discontinued. As 
a result, many patients become discouraged 
or anxious and grasp at any fad or diet 
that even remotely promises relief. 

Thus, it has become customary, when 
prolonged therapy is necessary, to rely 
primarily on aspirin to relieve symptoms 
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of these disorders. However, high doses 
of aspirin alone frequently causes gastric 
irritation and hypoprothrombinemia with 
occult or massive hemorrhage and may 
also deplete adrenal and bodily reserves of 
vitamin C. This paper describes our ex- 
perience in the treatment of podiatric dis- 
orders with a combination tablet* contain- 
ing acetylsalicylic acid, vitamin C and K, 
and calcium carbonate, the formulation of 
which is designed to eliminate the usual 
disadvantages of high doses of aspirin 
alone. 
Method 

Over a seven-month period, 58 patients 
were selected for this clinical evaluation. 
These 47 women and 11 men ranged in 


*Supplied as “A-C-K” Buffered by The G. F. Har- 
vey Company, Inc., New York. 
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age from 29 to 81 years; more than half 
were 60 years of age or over. Diagnoses 
included osteoarthritis (15 patients), 
rheumatoid arthritis (23 patients), gouty 
arthritis (8 patients), traumatic arthritis 
(8 patients), bursitis of the heel (1 pa- 
tient), sesamoiditis (1 patient), and scia- 
tica (2 patients). Six of these patients also 
suffered from diabetes mellitus. Duration 
of illness ranged from 2 weeks to 50 years. 
Fifteen of these patients had been treated 
previously over prolonged periods with 
various steroids and steroid combinations 
without satisfying results. 

The usual starting daily dosage was two 
tablets of the buffered aspirin combination 
every three hours. After 2 to 4 days of 
therapy, the dosage generally was reduced 
to two tablets four times daily, and 10 to 
14 days later the dosage was reduced again 
to one tablet given three times daily as 
necessary. The buffered combination tab- 
let was used to control symptoms of joint 
pain, tenderness, swelling, rigidity and 
voluntary splinting of the involved ex- 
tremity, fever, fatigue, and weakness. With 
the exception of insulin or Orinase therapy 
for control of diabetic patients, no other 
drug was used concomitantly. But an essen- 
tial part of the control was basically the 
simple balancing procedures as described 
by Turchin.? 

Before the start of therapy and at regular 
intervals during treatment, the response of 
each patient was noted by physical exam- 
ination, evaluation of the subjective re- 
sponse of the patient, and, as required, by 
roentgenographic examination and labora- 
tory tests. 


Results 


Results of therapy with the buffered as- 
pirin combination tablet were called excel- 
lent when there appeared to be complete 
or substantial alleviation of pain, tender- 
ness, fever, weakness, and fatigue—when 
swelling and rigidity of joints disappeared 
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—and when clinical improvement was sus- 
tained. Twelve of the 58 patients (20.6 per 
cent) achieved excellent results, Results 
were called good when clinical improve- 
ment was complete or partial, but tempo- 
rary, with substantial alleviation of symp- 
toms and increased mobility of the involved 
joints. Thirty-eight patients (65.5 per cent) 
achieved good results. Results in eight pa- 
tients (13.8 per cent) were inconclusive, 
and either relief was temporary or patients 
did not continue therapy long enough to 
make possible an accurate appraisal of the 
results. 

Results of therapy usually, become ap- 
parent within 24 hours after the beginning 
of treatment, and the maximal effect was 
usually achieved by the third day of ther- 
apy. As pain and swelling were controlled, 
patients became better able to use their 
extremities, and as a result previously dis- 
couraged and anxious patients showed 
substantial improvement in mood. Roent- 
genographic and laboratory examinations 
confirmed the clinical impression of im- 
provement shown by physical examination 
and appraisal of the patient’s subjective 
responses. 

There was no evidence of cumulation, 
and in all cases the response to therapy con- 
tinued to be maximal for the duration of 
treatment. There were no side effects or 
instances of intolerance, increased capillary 
fragility, hypoprothrombinemia, or with- 
drawal symptoms (such as those seen oc- 
casionally after discontinuation of adrenal 
steroids) , even after relatively high doses 
of the buffered compound; in fact, three 
patients who had developed mild gastroin- 
testinal distress after treatment with the 
unbuffered combination tablet did not 
show side effects when the buffered com- 
pound was substituted. Administration of 
the buffered combination tablet did not 
interfere with the effectiveness of insulin 
or Orinase in diabetic patients. 
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Discussion 

High doses of aspirin have an ACTH- 
like effect and stimulate interaction of the 
pituitary-adrenal cortex-hypothalamic axis 
on which depends the effective control of 
inflammatory disease of collagen tissue.*: * 
Like ACTH, however, high doses of aspirin 
increase urinary excretion of the ascorbic 
acid that is stored in the adrenal cortex and 
is necessary for steroid production and con- 
tinued responsiveness of the adrenals to 
normal stress. To replace the ascorbic acid 
that has been excreted and to protect 
against hemorrhage and increased capillary 
fragility, vitamin C is added to the aspirin. 

Because aspirin may also decrease liver 
production of prothrombin*—previously a 
serious objection to long-term therapy with 
high dosages of salicylates—vitamin K_ is 
added to counteract any tendency toward 
hypothrombinemia. It has been substan- 
tiated that oral administration of vitamin 
K will completely prevent or reverse hypo- 
prothrombinemia induced by salicylates.?.* 
Since rheumatoid arthritic patients are 
especially prone to develop gastrointestinal 
intolerance to aspirin,’ calcium carbonate 
is added as an optimum buffering agent to 
provide prompt and prolonged action and 
to minimize development of gastric intoler- 
ance. 

This study confirms other investiga- 
tions*!2. and shows that high doses of 
aspirin exert beneficial effects on the pitui- 
tary-adrenal cortex-hypothalamic axis com- 
parable to those produced by ACTH and 
cortisone used previously in a number of 
these patients. The analgesic effect of aspi- 
rin also helped increase the effectiveness of 
therapy. Administration of the combina- 
tion therapy to this group of patients often 
exceeded expectations especially in chronic 
rheumatoid arthritic patients and in dia- 
detic arthritic patients. The combination 
tablet was effective in controlling arthritic 
pain and discomfort, was well tolerated, 
and produced fewer side effects than ster- 


vids alone or steroid-aspirin combinations. 
In addition to being considerably less ex- 
pensive than steroid and steroid combina- 
tions this compound has been highly useful 
for the routine, long-term care of podiatric 
patients. 


Summary 

A recently introduced combination tab- 
let containing aspirin, vitamins C and K, 
and calcium carbonate was used over a 
seven-month period to treat 58 patients 
suffering from osteoarthritis, rheumatoid 
arthritis, gouty arthritis, traumatic arthri- 
tis, bursitis, sesamoiditis, or sciatica. Ex- 
cellent or good results were seen in 86.1 
per cent of the patients, who obtained com- 
plete or partial alleviation of pain, tender- 
ness, swelling, and rigidity of joints and of 
fever, weakness, and fatigue with increased 
mobility of the involved joints. In all cases 
physiotherapy and mechanical modalities 
were employed as indicated. 

Beneficial effects of therapy with the buf- 
fered combination tablet usually became 
apparent within 24 hours after the begin- 
ning of treatment, and the maximal effect 
was sustained throughout the course of 
therapy. As patients became better able to 
use their extremities, there was substantial 
improvement in mood. There were no side 
effects, and the buffered combination tablet 
did not interfere with the effectiveness of 
insulin or Orinase in diabetic patients. 

This compound has been highly useful 
for the routine care of podiatric patients 
over prolonged periods. Not only did the 
combination tablet control pain and dis- 
comfort, it was well tolerated and exerted 
beneficial effects comparable to those pro- 
duced by ACTH and cortisone. 


2033 Rhode Island Avenue, N. E. 


References 


1. Turchin, C. R.: Theory, Physiology and Treat- 
ment of Foot Imbalance, J.N.A.C. 45(11) :17, 
November 1955. 

2. Segard, C. P.: ACTH-Cortisone, a Comparison 
of the Action with Aspirin Effect, Med. Times 
81(1):41-3, January 1953. 


VoL. 49, No. 8, JOURNAL of the AMERICAN 


1 

4 

t 

‘ 


. Cronheim, G., and King, J. S., Jr.: The ACTH- 
like Effect of Salicylic Acid, J. Pharmacol, Ex- 
per. Therap. 103(4):341, December 1951. 

. Meyer, O. O., and Howard, B.: Production of 
hypothrombinemia and hypocoagulability of 
the blood with salicylates, Proc. Soc. Exp. Biol. 
& Med. 53:234-7, June 1943. 

5. Gross, M., and Greenberg, L. A.: The Salicyl- 
ates, A Critical Bibliographic Review, New 
Haven: Millhouse Press, 1948. 

. Link, K. P.: Hypoprothrombinemic action of 
salicylates, Chic. Med. Soc. Bull. 51:53-6, July 
1948. 

. Fremont-Smith, P.: Bufferin in the Management 
of Rheumatoid Arthritis, J.A.M.A. 158 (5): 
386-8, June 4, 1955. 

. Bywaters, E. G. L., et al.: Multicentre con- 
trolled trial comparing cortisone acetate and 


acetylsalicylic acid in the long-term treatment 
of rheumatoid arthritis, results of three years’ 
treatment, Ann. Rheumat. Dis. 16:277-89, Sep- 
tember 1957. 

. Busse, E. A.: Treatment of rheumatoid arthritis 
by a combination of cortisone and salicylates, 
Clin. Med. 2(11):1105-10, November 1955. 

. Cohen, H., et al.: A comparison of cortisone 
and aspirin in the treatment of early cases of 
rheumatoid arthritis, Brit. Med. J. 1 (4873): 
1223-7, May 29, 1954. 

. Hailman, H. F.: ACTH and Cortisone vs. Sali- 
cylates, J. Clin. Endocr. & Metab. 12 (4):454-7, 
April 1952. 

. Locke, R. K.: The arthritides and allied dis- 
orders as factors in everyday Chiropody prac- 
tice and their treatment (Part 2), J.N.A.C. 46: 
756-758, November 1956. 


A COMPREHENSIVE TREATMENT FOR 


INFECTIONS OF SKIN AND NAILS* 


SuPERFICIAL fungus disease involving inter- 
digital areas and nail beds is common, 
chronic, shows no tendency to disappear 
spontaneously and is generally resistant to 
treatment. Under the best of conditions, 
successful therapy is likely to be a long- 
term procedure and recurrences are to be 
expected. When Candida albicans is estab- 
lished as the causative organism, however, 
local application of the specific fungicidal 
agent, nystatin, most often results in per- 
manent control of infection and few recur- 
rent episodes. The application of nystatin 
in an ointment base directly to cutaneous 
monilial lesions has proved a practical and 
beneficial means of treatment in both 
pediatric!:? and adult** patients. Since 
a primary fungal infection opens path- 
ways for bacterial invasion, neomycin and 
gramicidin are frequently added to topical 
skin preparations for potent antibacterial 
activity® © and more satisfactory thera- 


+ Staff, M. J. Lewi College of Podiatry, New 
York, N. Y. 

* This study was supported in 
from the Squibb Institute for Medical Research, 
New Brunswick, New Jersey, through Dr. J. T. 
Groel. 


art by a grant 


PODIATRY ASSOCIATION, Aucust, 1959 


MONILIAL 


LEON GOLDMAN, M.A.+ 
New York, N. Y. 


LESLIE UNGER, Pod.D. 
New York, N. Y. 


peutic effects have been observed with 
combined antimicrobial agents. The use 
of an active steroid in a topical formula- 
tion provides relief of pruritus and inflam- 
mation and promotes the early clearance 
of cutaneous lesions. 

A comprehensive formulation for the 
treatment of dermatologic monilial infec- 
tion has recently become available as My- 
colog.®! Mycolog contains in each gram of 
an oleaginous ointment base, 1.0 mg. tri- 
amcinolone acetonide, 2.5 mg. neomycin, 
0.25 mg. gramicidin, and 100,000 units 
nystatin. As an anti-inflammatory agent, 
triamcinolone acetonide represents a sub- 
stantial improvement in potency and effi- 
cacy over the older widely-employed top- 
ical corticosteroids, hydrocortisone and 
prednisolone. The newest of the locally- 
active synthetic corticoids, the acetonide 
compound has produced striking clinical 
benefits in typical series of skin problems 
associated with inflammatory, pruritic or 
allergic factors.7-!° A dermatologic prepara- 
tion incorporating triamcinolone acetonide 
with nystatin, gramicidin and neomycin 
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would appear capable of combating pri- 
mary monilial infection, bacterial involve- 
ment when present, and the accompanying 
inflammatory reaction. The usefulness of 
Mycolog to the podiatrist faced with cases 
of cutaneous moniliasis and onychomycosis 
of monilial origin was subjected to pre- 
liminary investigation in the series of 31 
patients presented here. 


Diagnosis of Moniliasis 

Although a diagnosis may be established 
by direct examination of potassium hy- 
droxide preparations, culture technics were 
employed to confirm clinical findings dur- 
ing this study. Sabouraud’s agar and 
Pagano-Levin Culture Medium,®! a new 
medium for growth of fungi and particu- 
larly for differentiation of Candida albi- 
cans, were swabbed with specimens taken 
from affected areas. While fungal growth 
is favored by Sabouraud agar, colonies of 
Candida albicans are distinguished on the 
Pagano-Levin medium by a characteristic 
cream or faintly pink color. A_ single 
colony is round, raised from the agar 
surface, smooth, glistening and opaque. 
Most other Candida species and other 
yeasts produce red colonies and filamentous 
fungi appear in the typical form seen on 
other media. An incubation period of 2 or 
3 days at room temperature is usually 
sufficient for colony growth. 


Method of Treatment 

A series of 24 patients with cutaneous 
moniliasis involving interdigital spaces for 
the most part but also manifested by 
maceration and scaling of the skin on 
plantar aspects of the toes and adjacent 
foot areas were treated with Mycolog oint- 
ment following positive demonstration of 
Candida albicans as the causative organ- 
ism. Instructions were given for applica- 
tion of a thin film to affected surfaces 
two or three times daily and for actively 
rubbing the material well into the skin. 
In addition, a group of 7 patients with 


onychomycosis identified as monilial in- 
fection were given Mycolog ointment. The 
infected nail, in two instances, was burred 
down to the bed while in others, nails were 
burred at regular intervals but left in place 
and the local area debrided if necessary. 
These patients were told to apply the 
medication to the nail bed and paronychial 
folds two or three times each day. Treat- 
ment periods generally ranged from 9 days 
to | month although one patient with nail 
involvement applicd Mycolog for as long 
as 12 weeks. 


Results 

Mycolog proved a highly effective topical 
ointment for the treatment of skin lesions 
produced by monilial infection. Of the 24 
patients in this series, only one showed a 
poor response to the steroid-antimicrobial 
combination. Results were excellent in 
13 cases, good in 6 and fair in 4 (Table I). 


TABLE | 


RESPONSE OF MONILIAL INFECTIONS OF 
SKIN AND NAILS TO TREATMENT 
WITH MYCOLOG 


CUTANEOUS MONILIASIS 


Percent 
Results No. of Patients of Total 
Excellent 13 54 
Good 6 25 
Fair 4 17 
Poor 1 +f 

Onychomycosis 

Excellent 0 0 
Good 2 29 
Fair 2 29 
Poor 3 42 


Final evaluation was based on the clinical 
appearance of the skin, the reduction in 
maceration and scaling, the absence of 
debris, the healing of fissures and the con- 
trol of inflammation and pruritus. Results 
were somewhat less favorable in cases of 
onychomycosis (Table I). Two patients 
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showed a good response, 2 a fair response 
and 3 a poor response to the ointment. 
Onychomycosis, however, is easily among 
the most resistant of all the superficial 
fungus diseases and the prognosis is gen- 
erally poor regardless of the method of 
treatment employed. Therapeutic meas- 
ures have ranged from the application of 
various keratolytic and fungicidal sub- 
stances to complete excision of the nail 
with equivocal results. Roentgen therapy 
is frequently used adjunctively but without 
measurable benefit. The results achieved 
with Mycolog, therefore, are considered 
encouraging and certainly the preparation 
is worthy of trial in larger groups of 
patients. 


Comment and Summary 

There is no agent more effective than 
nystatin for the treatment of superficial 
monilial infections and when this sub- 


stance is combined with antibiotics active 
against the bacteria responsible for most 
skin infections and with a potent anti- 
inflammatory and antipruritic steroid, a 


more realistic attack on both the infection 
and the resultant symptomatology is pos- 
sible. Experience with an ointment con- 
taining nystatin, neomycin, gramicidin and 
triamcinolone acetonide (Mycolog) in a 
limited series of patients with monilial in- 
fections of skin and nails was generally 
favorable although such infections are 
notoriously resistant to treatment. Systemic 
effects were not observed and sensitivity 
reactions to the topical application of the 
ointment did not occur during treatment 
periods which extend from 9 days to 12 
weeks. Patient cooperation in carrying out 
the prescribed regimen was usually good 
and may account for a successful thera- 
peutic outcome in many instances. 

Results were generally more favorable in 
cases of cutaneous moniliasis than in cases 
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of onychomycosis of monilial origin. 
Affected skin areas were resolved, macera- 
tion and scaling reduced, debris eliminated 
and fissures healed in 23 of 24 cases of 
moniliasis of the skin. A good or fair 
response was observed in 4 to 7 cases in- 
volving the nail and paronychial folds. 
Results of this limited study would appear 
to indicate that Mycolog can be a valuable 
preparation in podiatry where problem in- 
fections are commonplace and a compre- 
hensive approach to treatment is most 
likely to benefit the patient. 


53--55 East 124th Street 
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CLINICALLY SPEAKING 


A place for the more informal presentation of reminders, sug- 
gestions, notes, observations and technics of value in office prac- 
tice. Your contributions of short manuscripts or illustrative case 


THE PATHOLOGIC-PHYSIOLOGY 
OF EDEMA 


ARTHUR E. HELFAND, D.S.C.* 
Philadelphia, Pa. 


EpEMA to the podiatrist provides an ever 
constant challenge for differential diag- 
nosis. This paper will review some of the 
present concepts of its pathologic physi- 
ology. 

Edema can ibe defined as a pathologic 
process arising from the interstitial ac- 
cumulation of fluid, which may be local- 
ized or generalized. Edema in any form 
represents a complex physiologic, physio- 
chemical and mechanical form of tissue 
misfunction. We are most concerned with 
the localized forms of edema as a result of 
foot pathology or as symptoms of systemic 
diseases. 

The interstitial fluid plays a vital role 
in normal body metabolism. It acts as a 
medium for the interchange of food and 
oxygen for carbon dioxide and the catab- 
olites of metabolism. Interstitial fluids 
serve as a reservoir for body fluid built up 
to be utilized when the fluid intake is in- 
adequate, and provide a source for buffer 
salts to maintain the normal acid-base bal- 
ance of body fluids. This fluid also makes 
up about twenty percent of body weight. 

The supply and maintenance of the in- 
terstitial fluid is related to the water bal- 
ance of the body, i.e., the absorption of 
water by the gastro-intestinal tract and its 
transportation by the blood stream against 
the water loss by way of the lungs, secre- 
tions, excretions and the kidneys. 


*Department of Podiatry Secretary, St. Luke’s and 
Children’s Medical Center, Philadelphia, Pa. 
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histories will determine this section’s usefulness. 


The immediate source of the interstitial 
fluid is from the plasma fluid passing 
through the capillary wall in response to 
the nutritional needs of the part. This 
process is dependent upon the selective 
permeability of the capillary wall and the 
changes in intracapillary pressure. During 
arterial hyperemia, the intracapillary pres- 
sure rises and permits passage of fluid 
through the permeable wall. The decrease 
in venous pressure inaugurates the return 
of fluid to the vessels and lymphatics. 

The basic pathologic physiology of 
edema can be described by two main fac- 
tors: 

1. A disturbance in the normal ex- 
change between fluids and solutes through 
the capillary wall. These disturbances may 
be characterized by: a. An increase in the 
capillary blood pressure due to cardiac 
pathology, thrombophlebitis, external ve- 
nous pressure, and dependency. b. Hypo- 
proteinemia causing a decreased colloid 
osmotic pressure resulting from an extreme 
loss of albumin or inadequate protein in- 
take. c. An increase in the capillary per- 
meability due to inflammation or anemia. 
d. A decrease in the lymphatic drainage 
of a part with an associated rise in venous 
pressure. 

2. A fundamental defect in the excre- 
tion of the sodium ion, chloride ion, and 
water; which is characterized by the renal 
reabsorption of the above mentioned elec- 
trolytic elements. 

Edema of the lower extremity is usually 
a symptom and secondary to some pathol- 
ogy involving one or more of the above 
mentioned pathologic processes. 

Cardiac edema is believed to be related 
to the initial cardiac output being retarded 
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by the cardiac pathology and myocardial 
insufhiciency. Left side problems are usu- 
ally manifest by pulmonary edema and 
right side in peripheral or dependent 
edema. This latter is found in the lower 
extremities where the venous or hydro- 
static pressure and gravity are the greatest. 
As a result of the decreased cardiac out- 
put, there is a diminution in the renal flow 
with an associated retention of sodium 
chloride and water. There is an increase 
in the extracellular and plasma volumes 
creating a rise in the venous pressure in 
the peripheral circulation. Poor lymphatic 
drainage adds to edema formation. The 
anoxia resulting from the decreased circu- 
lation causes damage to the capillary wall 
with a resultant increase in the perme- 
ability of the wall and further edema. The 
edema is seen usually at the end of the day 
as the activity of the patient causes more 
depression of cardiac output and its se- 
quelae. At first, cardiac edema is gravita- 
tional, later associated with peripheral cir- 
culatory failure, and finally, with indura- 
tion of the part. As complications arise, 
there are additional pathologies which add 
to the edema. 

The edema associated with renal pa- 
thology may be due to some form of ne- 
phrosis, nephritis, or neoplasm. 

The nephrotic type of edema is due to 
a hypoalbuminemia produced by severe and 
excessive albuminuria. This decreases the 
colloid osmotic pressure of the plasma pro- 
teins and results in edema. The nephritic 
edema is associated with a decreased rate 
of flow of urine from the renal system due 
to inflammatory changes in the kidney. The 
cells of the ischemic glomeruli possess an 


increased permeability due to the cell dam- 
age and produce a high protein edema. In 
addition, there is usually an increased in- 
take of sodium chloride and water which 
adds to the edema. In both the nephrotic 
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and nephritic types we find a lowered col- 
loid osmotic pressure. A renal neoplasm 
will produce a rise in the hydrostatic pres- 
sure due to pressure from the tumor. 

The pathologic physiology of the edema 
associated with mechanical venous obstruc- 
tion is usually due to an increased tran- 
sudation of fluids. This transudation is 
due to a rise in the intracapillary pressure, 
and an increased permeability of the vessel 
due to anoxia. The obstruction may be 
due to a neoplasm, fibrous tissue, throm- 
bus, or thrombophlebitis. 

With thrombophlebitis we find an in- 
crease in the venous pressure due to spasm 
and obstruction causing the transudation 
of fluid to the perivascular spaces. Also 
found is an associated arteriolar spasm 
which causes anoxia in the capillary walls 
making them more permeable. This com- 
bined with a retardation in the lymphatic 
flow and changes in the osmotic pressure 
produces edema. 

Inflammatory edema is due to vessel dila- 
tation and a decreased flow causing an in- 
crease in the intracapillary pressure. There 
is an increase in the permeability of the 
vessel wall due to damage ‘by bacteria, tox- 
and trauma. An associated venous 
and lymphatic blockage produces stasis and 
edema. 


ins, 


Summary 

This has been an attempt to present in 
a short review some of the basic pathologic 
physiology of the more common edemas 
seen in podiatry. At least one of the fol- 
lowing—increase in capillary blood pres- 
sure, hypoproteinemia, increased capillary 
permeability, venous or lymphatic obstruc- 
tion, or a defect in the water balance of the 
body, regardless of the primary etiology, 
will ‘be found in the presence of edema. 


St. Luke’s and Children’s Medical Center 
Franklin and Thompson Streets 


A TRACTION SLING TO AFFECT AN 
OVERLAPPING FIFTH TOE 


MILTON D. ROVEN, Pod.D., F.A.P.* 
Brooklyn, N. Y. 


Wirn the current styles of shoes, feet with 
toe malalignment are subject to additional 
pressure and accentuation of any 
existing defect. 

A common condition is the congenitally 
overlapping 5th toe which forces the 4th 
toe down creating a somewhat atrophied, 
painful 4th toe. 

In the case presented here, the patient 
was a 24-year-old white female, whose chief 
complaints were corns on the distal pha- 
langes of the 4th and 5th toes. A subun- 
gual corn was also present under the lateral 
side of the 5th toenail. The usual shoe 
problem was present due to the elevation 
of the 5th toe and the lack of depth of 
conventional shoes. Regular reduction of 
the excrescences gave very little relief, be- 
cause the 5th toe was subject to pressure 
from the shoe above, while the 4th toe 
excrescence was aggravated by the 5th toe 
forcing the 4th toe downwards. 

Examination showed a relatively short- 
ened 5th toe with contraction of the ex- 
tensor tendon, the toe assuming a dorsi- 
flexed overlapping position (Fig. 1, Left). 
Patient was unable to move the 4th or 5th 
toe actively on or off weightbearing, but 
passive movement brought the toe down 
to a somewhat straight alignment position. 

In order to align ‘both the 4th and 5th 
toes, a modification of Budin’s elastic trac- 
tion loop sling was utilized. Rubber band- 
age one inch wide by twenty-five inches 
long was employed. A loop was made for 
the 4th toe continuing over the 5th toe. 
The effect was to pull the 4th toe up and 
at the same time force the 5th toe down. 
The sling continues across the plantar 
surface of the foot to immediately posterior 
to the head of the Ist metatarsal where it 


areas 
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is adhered to the foot. It then crosses over 
the dorsum of the foot around the ankle 
and back to the first metatarsal where it is 
attached with rubber cement. (Fig. 1, 
Right). 


Fig. 1, Left—Shows overlapping 5th toe 
which is forcing 4th toe downwards. Right— 
Same foot with sling in position showing 
toes held in corrected position. 


After wearing the appliance for a period 
of six months, the corns have disappeared 
including the intractable subungual hel- 
oma The 5th toe, which was slightly ede- 
matous and inflamed, has decreased in size 
and has become painless. Patient now has 
increased motion in the involved toes. 

During this period she has worn “style” 
shoes and has had no discomfort in wear- 
ing the sling a good part of the day. The 
only time she experiences any difficulty is 
when the foot is held in dependency for a 
long period of time at which time the sling 
is removed. 


Conclusion 

A simple rubber sling for a congenitally 
overlapping toe which holds the toe into 
proper alignment has been presented. Even 
though surgery might have achieved a 
more permanent result, this simple sling 
has proven quite satisfactory for this pa- 
tient’s needs. 


1900 Albemarle Road 
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PRESIDENT'S PAGE 


One writes the last President’s Page with mixed emotions. First, he is glad 
the year is over, but at the same time has many thoughts about the future. 

Several times during the year, I have stressed the need for individual partici- 
pation by every member of the profession. I must emphasize that again, because 
upon this activity hangs our future. I am confident of continued progress. Scien- 
tific achievements are the real measuring stick used by other professions and, 
above all, by the public. You must, as individuals, strive to keep abreast of 
progress for the benefit of the public. Our desire for knowledge must be con- 
tinuous. 

May I say to those who may be slow to respond, that you had better wake 
up, because a fast moving profession such as podiatry will soon leave you behind. 

It has been an honor and a privilege to serve as your President and to have 
worked with a dedicated Executive Council and with Dr. Rubin and Dr. Nyman. 


G. E. Guenzler, D.S.C. 


ANNUAL REPORT OF THE PRESIDENT 


At the beginning of the year, we made an appraisal of the immediate and 
long-range needs of our profession. Because of the limited funds and manpower, 
we decided to limit our efforts to the most important and basic needs. Our ob- 
jectives were as follows: 


To streamline the organizational framework of our committees and councils. 
Set up a new table of organization to permit efficient and fluid function of 
the affairs of the association. 


Departmentalize the office staff by allocating responsibilities and duties to 
the personnel, thereby improving our efficiency and creating interest and 
incentive. Provide for an increase in salaries periodically. Hire an assistant 


to Dr. Rubin. 
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Re-write the constitution and by-laws. 


Maintain better contact “on the hill” by providing the information and data 
to the proper bureaus, agencies, departments and legislative bodies, so that 
our profession would be part of the health team of the nation. 


Continue our efforts to be included in prepaid health plans on every level. 
Expand and continue our Vocational Guidance program. 


Establish a Fund for the Advancement of Podiatry-Chiropody Education. 
Expand public education through maximum utilization of our Audio-Visual 
Council. 


I would like to say briefly that most of these goals have been accomplished. 
Those which were not culminated are continuing programs that must remain 
in existence and be further developed. I did not continue some of the commit- 
tees where the original need no longer existed, and I have withstood requests 
for expanding some existing committees. I hope I was correct in doing so. 


This year we have in a fashion functioned on paper according to our existing 
table of organization, but, in reality, the Executive Council did delegate author- 
ity and responsibility to Dr. Rubin. I believe this method of operation has suc. 
ceeded well. Dr. Rubin and I have done much of our work by phone thereby 
negating my making many trips to Washington. 


A new table of organization which will fit our needs will be ready for dis- 
cussion at this meeting and will be ready for adoption after the House of Dele- 
gates meeting. 


Dr. Nyman was hired as Assistant to Dr. Rubin and has worked full time since 
January 1. Dr. Nyman is a real asset to our staff and profession. His handling 
of federal affairs will, I predict, prove most beneficial to our profession. 


The Constitutional Committee has done an outstanding job. We could not 
have chosen three better men. The results of their efforts have been printed in 
the Journal and with some changes, the Constitution is ready for adoption by 
the House of Delegates. 


At the beginning of our re-organization four years ago, we were led to believe 
that to accomplish anything with Federal agencies, etc., we needed to employ 
a big name to get things done. This myth has long since been exploded. We 
find that the people we need to contact are as available as the telephone. All 
that is needed is an appointment. 


Dr. Rubin's report will, no doubt, elaborate on the invitations to meetings 
with many governmental agencies and committees concerned with the health 
and welfare of our citizens. I shall say to you that many solid friendships have 
been established, and we are being asked to participate in these meetings con- 
cerned with the total health of the populace and are being charged with the 
responsibility which is ours in the field of foot care. 


As previously indicated to you on a President’s Page, this long dreamed of 
participation is now a reality. If we are to continue forward as we should, each 
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individual at the “grass roots” level must carry his share of responsibility—in 
the form of participation when called on—and certainly financial assistance in 
the form of increased dues is in order. 


The vocational guidance program must of necessity be immediate as well as 
long-range and must be continued indefinitely. This is an area in which we 
as a profession have shirked our responsibility for many years. I am sure you 
will be happy to learn that enrollment in our colleges is on the upgrade. In 
fact one of our colleges by early June had enrolled a capacity class and had a 
waiting list. 


The Fund for the Advancement of Podiatry-Chiropody Education is less than 
one year old. The response has been noteworthy, in fact, per capita-wise, better 
than our sister professions’ first year effort. This information should enthuse 
you and inspire you to greater participation. The alumnae of the various col- 
leges have responded with renewed vigor by financial support of their alma 
maters. This is truly a remarkable response by the profession as a whole, and 
I am proud of all of you. 


There is more—much more! 


The field of public education and its subcommittee, the Audio-Visual Council, 
will be reported on in person by Dr. Shapiro. This I am sure you will not want 
to miss. 


While there is much good news and many accomplishments, the one thing 
that makes the work of the Executive Council and your Executive Staff, as well 
as your committee chairmen, burn up a lot of unnecessary energy, is the lack of 
cooperation by somé state officers and committee chairmen. I am sure that you 
will be all the more amazed at the progress reports when you realize that many 
states have not cooperated in appointing state chairmen . . . examples . . . in- 
surance committee chairmen, state chairmen for the Fund for the Advancement 
of Podiatry-Chiropody Education, and others. I emphasize these points to show 
the possibilities if we had a hundred percent teamwork, from the “grass roots” 
all the way to the top. 


On the whole, however, cooperation improves each year. Much effort has 
been expended to keep each and every one of you informed of the activities on 
a national level. This must necessarily be continued so that everyone is aware 
of the needs of the profession. But I must emphasize again the necessity for 
wholehearted teamwork on the part of every one. Each one of you should be 
interested in the activity of each committee, maintain a healthy interest in the 
financial affairs of the association, and help make the national headquarters 
a true store-house of information. 


It is pleasing to see the cooperation and sharing of material by the various 
state societies who make their efforts available to all. I must point out to you 
that many things are “in the works’—participation in the health-labor plans, 
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high-level conference with the insurance underwriters, participation by podia- 
trists-chiropodists in all the insurance programs—and many others. 

The decision must be made as to how best utilize the American Foot Health 
Foundation, Another decision must be forthcoming immediately as to where 
to concentrate our efforts—Foot Health Week or continue the Youth Fitness 
Program. 

This report is brief and by no means is meant to represent the breadth of the 
activities of your profession and its leaders, but rather to briefly call to your 
attention some of the important activities. 


It has been a distinct honor and privilege to serve as your president in the 
past year, and I must pay a special tribute to the dedicated men who make up 
the Executive Council, our headquarters executive staff, and each and every 


one of the employees. 


G. E. Guenzler, D.S.C. 


WASHINGTON REPORT 


The following statement was presented by Secretary Rubin to 
the Committee holding hearings on the Forand Bill (HR 4700). This 
bill proposes to provide hospital and medical surgical services for 
recipients of Social Security benefits. It is not likely that action will 
be completed on this proposal this year. The probability is that 1960 
being election year, there will be more activity in this area at that time. 


Honorable Chairman and Members of the 
House Ways and Means Committee: 


I am Dr. Abe Rubin, Secretary and Editor 
of the American Podiatry Association 
(known from 1912 to January 1958 as the 
National Association of Chiropodists). In 
the interests of many of our patients who 
would be eligible for benefits under the 
proposed legislation and members of our 
profession, and as an interested lay person, 
I should like to present comment to assist 
you in the consideration of the legislation 
being proposed to provide health insurance 
benefits for persons eligible for Old Age 
and Survivors’ Insurance as per H.R. 4700. 

We, in our Association, are not sociol- 
ogists, economists, or health insurance 
specialists, nor do we have such specialists 
on our staff, and we are, therefore, not 
prepared to discuss the merit, or lack of, 
in solutions to the problem of providing for 
the health care of the aged. However, I 
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should like to bring to your attention a 
personal observation. 

Earlier this year in April, I had the 
privilege and opportunity of testifying 
before a Senate Committee regarding legis- 
lation being proposed to provide for Gov- 
ernment contribution to personal health 
service benefits for Federal employees and 
their dependents. While attending these 
hearings, I heard representatives of private 
health insurance companies, physician- 
sponsored health insurance corporations, 
and labor health service people tell how 
considerable progress is being made in 
providing for health insurance coverage 
for retired persons. H.R. 4700, unless mod- 
ified, it seems to me, would prevent the 
desirable growth of such programs. Con- 
sideration should, therefore, be given to 
some mechanism whereby Old Age and 
Survivors’ Insurance eligibles could elect 
to retain insurance coverage obtained be- 
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fore retirement. Perhaps, instead of pro- 
viding for direct payment of utilized health 
services, disbursement from the proposed 
Old Age and Survivors’ Insurance Trust 
Fund, could be made to eligibles so that 
they could continue their own health in- 
surance, or purchase health insurance 
through established channels, or through a 
special channel similar to that being pro- 
posed under H.R. 4700. Health insurance 
premiums paid during working years help 
to provide reserve funds for the later years 
of the worker when he is retired. Encourag- 
ing the established health insurance chan- 
nels to provide service during retired years 
will keep down what will otherwise be in- 
creasingly greater costs of providing health 
services or health insurance service for our 
aged people. 


The other comment I wish to make con- 
cerns “free choice for the patient.” Because 
of the shortage of time, I would like to 
refer you to information I submitted on 
this to the hearings on Social Security 
legislation, and especially H.R. 9467, last 
year as reported on pages 729-736, Hearings 
Before the Committee on Ways and Means, 
House of Representatives, Eighty-fifth 
Congress, Second Session, On All Titles of 
the Social Security Act, June 16, 17, 18, 19, 
20, 23, 24, 25, 26,27 and 30, 1958. Attached 
is a reproduction of a news item that ap- 
peared in a local newspaper on June 18, 
1959 which illustrates how important the 
podiatrists’ (chiropodists’) services are to 
social security payment recipients. Mem- 
bers of our profession are legally qualified 
by licensure, and by education and train- 
ing, to diagnose and treat the human foot 
by medical, surgical and other means in 
all the States, Territories, and the District 
of Columbia. A very large percentage of 
our practitioners’ patient population is 
in the older group, and it is extremely 
likely that they would elect a podiatrist- 
chiropodist to perform a provided health 
service. The present legislation is not clear 
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as to whether or not this would be reim- 
bursable. This right of free choice by the 
patient should not be abridged by legisla- 
tion, administrative regulations, or con- 
tractural agreement with an _ insurance 
carrier. This represents a fundamental 
philosophy in that the individual is in- 
sured for health insurance benefits to be 
provided, and not for who shall perform 
the service. Permitting eligibles to elect a 
podiatrist-chiropodist will not in any way 
increase the cost of providing health service 
benefits since the specific service or proce- 
dure must be one that is provided in any 
contract or agreement. 

Much effort has been expended to cor- 
rect inequities, and sometimes to reduce 
hardships, at both Federal and State levels 
in the field of health service benefits. We 
believe that you will recognize the wisdom 
in preventing this at its source. This can 
be insured in several ways. Three such 
means are: (a) Requiring that surgical, 
medical, or other health services provided 
shall be performed by a practitioner legally 
qualified in the State in which he performs 
such services. (b) By specifically naming 
the kinds of practitioners such as physician, 
dentist, podiatrist-chiropodist, etc. (c) By 


defining physician and/or surgeon for this — 


Act to be an individual legally qualified 
in the State in which he practices to per- 
form the medical, surgical, or other health 
service provided for in this or similar Acts. 

It is our belief that this statement sug- 
gests some means and justifies our petition- 
ing you to provide that the legislation 
under consideration ensure eligibles of 
their free choice of doctor for benefits pro- 
vided, and that resulting administrative 
regulations and contracts do likewise. 

It would please me to be of service to 
you by attempting to answer any question 
you might raise. If I cannot answer your 
question, I will make a note of it and 
endeavor to provide a satisfactory reply 
by letter to your Committee. 
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TECHNIQUES IN FOOT SURGERY 


L. R. McCAIN, D.S.C., F.A.C.F.S., and N. J. PICKETT, D.S.C., F.A.C.F.S. 


Editors, Publications Committee, A.C.F.S. 


Illustrated case reports and discussions, suggesting approaches 
to podiatric surgery, from the files of the American College of 


Foot Surgeons. 


ARTHROPLASTY OF HEAD OF MIDDLE 
PHALANX OF SECOND DIGITS 


A FEMALE patient, aged 20, seen at the 
office, complained of pain in the second 
toes together with corns on the toes. Ex- 
amination revealed a mild formation of 
heloma and an overlying digit at the inter- 
mediate proximal area. 

Roentgenograms showed a dislocation of 
the distal phalanx on the head of the mid- 
dle phalanx, with the distal phalanx di- 
rected laterally. 

Urinalysis findings: Color—straw, Char- 
acter—clear, Reaction—4, $.G.—1.024, Sugar 
—negative. Blood count findings: Hemo- 
globin 13.9 gms., W.B.C. 9,150, R.B.C. 
4,270,000. Count 100, Eosins—1, Juveniles— 
4, Stabs—1, Segs—61, Lymphs—33. Sedimen- 
tation test, rate 60 minutes—]18mm. 

The patient was given 114 grs. Nembu- 
tal®! thirty minutes preoperatively. After 
surgical asepsis the following surgical pro- 
cedure was followed: 

Two cc. of Procaine®! 2% was injected as 
a toe block into the second toe. Martin 
bandages were then used. 

The incision consisted of two opposing 
semilunar incisions made in a_ slightly 
oblique manner to effect proper alignment 
of the toe. Blunt dissection was used to 
expose the capsule and expansion of the 
extensor digitorum longus tendon. These 
were then severed in a transverse direction 
and the head of the middle phalanx ex- 
posed. The distal one half of the inter- 
mediate phalanx was then removed with 
bone rongeurs and smoothed with a bone 
rasp. Two plain 4-0 catgut sutures were 
then used into the capsular area. The skin 
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Fig. 1—Pre- and post-radiographs of arthro- 
plasty of head of the middle phalanx. 


was closed with #40 Cotton continuous 
suture. Sterile dressing was applied and the 
tourniquet removed. 

The same procedure was used on the 
second toe of the right foot. 

The patient was given one capsule 114 
grs. Seconal®? to be taken at bedtime the 
day of surgery. She was also given twelve 
capsules Semaldyne®*, one or two to be 
taken every four hours as necessary for pain. 

On the third day postoperatively the 
outer dressing was removed. On the seventh 
day the sutures were removed and sterile 
dressing applied along with Tn. Mer- 
cresin®*, On the 14th day Tn. Mercresin 
and a sterile dressing was applied. On the 
2Ist day no dressing was used and the 
patient was discharged. 

The patient resumed normal duties after 
the third day with no discomfort. 

Lawrence T. Burns, D.S.C. 


Comments: This case is of particular in- 
terest because it is not common to find the 
head of the middle phalanx involved. 

L.R.M. & N.J.P. 


®2 Lilly, ®3 Massengill, ®4 Upjohn. 
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COMPLETE NEUROFIBROMAECTOMY 


A FEMALE patient, aged 49, complained 
of a numbness and tingling on the dorsal 
aspect of the foot. Examination revealed a 
soft tissue swelling which was erythematous 
and produced a cosmetic deformity on the 
anterior of the ankle. 

Roentgenograms revealed no_ osseous 
pathology. 

Urinalysis: Color—yellow, Reaction—5.5, 
Albumin—Negative, Sugar—Negative, Ace- 
tone | plus. 

Blood count findings: Hemoglobin 80%, 
W.B.C. 7,200, R.B.C. 4,380,000. Differential 
Schilling: Count 100, Eosins. 5. Stabs. 3, 
Segs. 55, Lymphs. 32, Monos. 5. 

The preoperative blood pressure was 
115/75, and the oral temperature 98.6. 

The patient was given Demerol®! 100 
mgms. 30 minutes preoperatively, and 
Seconal®? 114 grs. one hour preoperatively. 

After sterile procedure 7 cc. Xylocaine®* 
1% was infiltrated into the area and the 
following technic used: 

An incision was made in the middle of 
the ankle just lateral to the tendon of the 
extensor hallucis longus at a point equi- 
distant to the midline of the tibial malleo- 
lus. The incision was dissected vertically 
and longitudinally downward and _ termi- 
nated in the midpoint of the midline of the 
second cuneiform. The margins of the 
cutaneous incision were then retracted. 

An incision corresponding to the original 
cutaneous incision was then made into the 
fascial expansions covering the long ex- 
tensor tendons. The margins of the in- 
cision were then retracted. 

By sharp dissection the lateral branch of 
the deep peroneal nerve was exposed. A 


®1 Winthrop, ®2 Lilly, ®8 Astra. 


fibrous mass approximately 4 mm. by 5 mm. 
by 1.0 mm. enucleating the nerve was dis- 
sected free and was completely excised. 
The lateral nerve branch of the deep 
peroneal was left intact. 

The fascial tissue was closed with three 
single 000 chromic catgut sutures. The 
margins of the subcuticular tissue were 
coaptated and sutured with four 000 plain 
catgut interrupted sutures. The margins of 
the cutaneous incision were coaptated and 
sutured with five 000 vertical mattress su- 
tures. Demerol 100 mg. q. 3 h. P.R.N. was 
given postoperatively. 

The patient was redressed using tincture 
of merthiolate and sterile dressings on the 
first, third, and seventh postoperative days. 
On the tenth day four of the sutures were 
removed and a similar dressing made. On 
the thirteenth day the other suture was 
removed and a similar redressing made. 

The period of convalescence extended 
approximately three weeks. Complete re- 
lief of the dorsal foot discomfort was ex- 
perienced, together with about 95°; relief 
in the cosmetic improvement. 

The pathological report was as follows: 
Gross: Specimen consists of two irregular 
portions of soft pink tissue up to 2 x 1 x 0.6 
cm. Microscopic: Sections show adipose 
and fibrous connective tissue containing 
large well formed nerve bundles. Diagnosis: 
Neurofibroma. 


D. A. Schubert, D.S.C. 


Comments: There appears to be a great 
variation in the studies made from tissues 
examined from this particular surgeon. 
Several pathologists feel that the micro- 
scopic study indicates a tearing of the nerve ° 
tissues, thus, frequently it is called an am- 
putation type of neurofibroma. 


“When you have finished your daily toil, then go to bed and sleep in peace 


—God is still awake.” 
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PHARMACEUTICAL PREPARATIONS FOR THE PROFESSION 


HARRY L. HOFFMAN, Ph.G., D.S.C. 


Chairman, Council on Podiatry Therapeutics and Pharmacy 


A column devoted to preparations, new and old, with emphasis 
on their value and uses in everyday chiropody practice. This is 
a regular monthly column prepared from information furnished 
by the pharmaceutical house. We invite questions, which we 
shall endeavor to answer, or obtain the answer. 


GRISEOFULVIN 

The story of Griseofulvin began in 1939, 
when A. E. Oxford and his colleagues, 
working in England, isolated from Penicil- 
lium griseofulvum an antibiotic that ex- 
hibited interesting characteristics. The first 
paper on this antibiotic was published that 
year. 

This discovery resulted from research on 
penicillin and, for a number of reasons, 
apparently did not receive a great amount 
of attention during the following decade. 
But griseofulvin was not forgotten. 

In 1947, P. W. Brian reported on an- 
other significant discovery before the 
Fourth International Congress of Micro- 
biology, when he revealed that he had 
isolated a substance from Penicillium janc- 
zewski that caused abnormal development 
of fungal hyphae. 

That same year J. F. Grove and J. C. 
McGowan identified griseofulvin and what 
they called the “curling factor.” This was 
an important revelation. These research- 
ers had observed that when the superficial 
fungi came in contact with griseofulvin 
they soon began to curl up and shrivel. 
This curious reaction has not as yet been 
explained. 

‘These and other researchers continued to 
work with griseofulvin—in 1951 Grove and 
his colleagues solved its structure—and 
eventually it was determined that this anti- 
biotic is a fermentation product of four 
Penicillium species: P. patulum, P. griseo- 
fulvin, P. Janczweski and Penicillium Rais- 
trickii Smith. 


Since griseofulvin had exhibited anti- 
fungal activity, the major part of the ap- 
plied research in England was with plants: 
wheat, tomato and orchid, among others. 
Patents on the product were obtained by 
Glaxo Laboratories, of England. 

The drug began to get serious attention 
as a possible antifungal agent for man 
when J. C. Gentles reported that oral ad- 
ministration of griseofulvin to guinea pigs, 
infected with several types of superficial 
fungi, arrested the progress of the disease 
and prevented the highly inflammatory re- 
action normally encountered in untreated 
animals. Examination showed that the hair 
follicles and most of the lower portions of 
hair shafts were free from infecting fungi 
after a few oral doses of the drug. It was 
also observed that the hyphal tips of the 
fungi were curled. It was speculated that 
griseofulvin is deposited in the keratinous 
layer of the epidermis, penetrates the hair 
follicle, where it is somehow incorporated 
into the newly formed keratin. This ap- 
parently resulted in a keratin resistant to 
the fungi. 

The first use of griseofulvin in man was 
reported by Gustav Riehl, at the meeting 
of the Austrian Dermatological Society in 
Vienna, November of 1958. This report was 
the beginning of the increasing interest in 
its use in man and paved the way for wider 
clinical evaluation and the eventual com- 
mercial introduction of griseofulvin. It 
was about this time that American derma- 
tologists and pharmaceutical companies be- 
came interested in the drug. 
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The most significant results reported to 
date were by Dr. Harvey Blank, Professor 
of Dermatology at the University of Miami 
School of Medicine, who became interested 


in griseofulvin after reading the Gentle, 


reports in Nature. With the cooperation 
of Glaxo Laboratories he began clinical 
trials on his own. 

On December 10, 1958, at the annual 
meeting of the American Academy of 
Dermatology and Syphilology, in Chicago, 
Dr. Blank gave a preliminary report on the 
effectiveness of griseofulvin in 31 patients. 
He reported that from his study the drug 
appeared to be fungistatic rather than 
fungicidal. 


Fulvicin (Schering 
Grifulvin (McNeil 

Generic Name: Griseofulvin is the ge- 
neric name for both of these products. 

Action and Uses: Griseofulvin is the first 
orally effective agent for the treatment of 
superficial fungous infections. For ring- 
worm of skin, hair and nails. j 

It has been estimated that over 5,000,000 
people suffer from tinea (ringworm) of 
the scalp, beard, fingernails, toenails, skin 
and feet. Even though these fungal infec- 
tions rarely cause serious sickness or perma- 
nent disability, they are “ugly,” uncom- 
fortable and indirectly result in economic 
loss. Treatment has always been difficult. 
Griseofulvin, by its very nature of acting 
from within, satisfies the requirements for 
an ideal antifungal agent for man. 

In popular language, the skin diseases 
are known as ringworm of the scalp and 
ringworm of the feet (athlete’s foot). 
Scientifically, identification is much more 
complicated because of the great number 
and varieties of fungi involved, and because 
they may appear on almost any part of the 
body. 

Certain of the chronic fungus infections 
of the skin are considered by many derma- 
tologists as untreatable, or almost so. This 
failure of treatment is due to the inaccessi- 
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bility of the fungus. This is especially true 
of Tricophyton rubrum infection of the 
nails. 

Medically, the superficial mycoses are 
divided into six groups: 1) Tinea capitas, 
2) Tinea barbae (barber’s itch), 3) Tinea 
corporis (or T. Circinata), 4) Dermato- 
phytosis (or Dermatomycosis), 5) Tinea 
cruris, 6) Onychomycosis. Each one of these 
can be caused by more than one fungus. 

Tinea Corporis (or Tinea Circinata): This 
is the classic ringworm which occurs on the 
non-hairy, smooth skin of the body. This 
infection is most often characterized by 
a red circle which spreads peripherally, 
with a clearing center and an active, often 
vesicular, border. Children are more sus- 
ceptible than adults. T. corporis is caused 
by a number of fungi, but the most com- 
mon cause is microsporum canis. When 
it is evident on the skin, the doctor will also 
look for it in the hair. Tricophyton rubrum 
is also a causative organism and when it is 
diagnosed in T. corporis, it may well be 
that the reservoir was the feet and nails. 

When T. rubrum is the invader or 
offender, a particularly difficult problem 
presents itself, since it approaches the 
ultimate in living happily with its host. 
It usually causes only a token inflammatory 
reaction and is therefore more difficult to 
treat. One group of researchers reports 
that T. rubrum is among the group of 
mycoses which have the least chance of 
being completely eradicated. In fact, the 
longer the duration of this fungus, the more 
difficult it is to obtain good results. The 
cooperation of the patient in this instance 
is of great importance if a cure is to be had. 

Tinea Cruris: The usual site of this infec- 
tion is the upper, inner thighs, but it often 
spreads to the scrotal area. In most cases 
the causal fungus is Epidermophyton floc- 
cosum, although T. rubrum may also be 
involved. This particular infection was 
described by Hebra in 1860 under the name 
“eczema marginatum,” by which it is still 
known to some. 
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The usually suspected method of trans- 

mission is by infected clothing or by an 
athletic suspensory. The feet might also 
be the source of this infection. When the 
feet or hands are invaded by E. floccosum, 
the skin becomes profusely scaly and quite 
thickened. Itching of the infected area 
is more marked by E. floccosum or T. men- 
tagrophytes. 
” There is a good chance that proper treat- 
ment, under proper supervision by the 
experienced practitioner, will clear up the 
ordinary form of this infection. Relapse 
or recurrence, however, is quite common 
and can usually be attributed to premature 
cessation of treatment, or to reinfection 
from untreated parts or from contaminated 
clothing. 

Onychomycosis: This is the most common 
infection of the nails. The offending fungi 
are T. rubrum, T. mentagrophytes and the 
yeast, Candida albicans. One investigator 
says that if only one fingernail is involved, 
and the patient is a middle-aged woman 
whose hands come in frequent contact with 
soapy water, the causal fungus is most 
likely C. albicans. 

Onychomycosis usually starts with scaling 
of the nail plate and progresses to a heaped- 
up, opaque appearance and a powdery con- 
sistency. Occasionally the nail is almost 
completely destroyed. Usually the infec- 
tion begins in one nail and spreads to 
others. The skin may also become infected 
due to scratching. The infection may aiso 
move from toenails (usually T. menta- 
grophytes) to the fingernails. Solitary fin- 
gernail infections have been reported fol- 
lowing a visit to beauty parlors for a 
manicure, 

This infection is difficult to eradicate. 
Treatment might include a_ penetrating 
base of glycols and amino and fatty acids 
for topical application. Proper diagnosis 
is very important, for bacteria and not 
fungi might be the offenders. Very often, 
nail changes occur from contact with nail 


polish or other cosmetics, detergents, oil, 
tar and grease. 

Dermatophytosis (Dermatomycosis): This 
term, while often applied to describe all 
superficial fungus infections, usually is 
reserved for fungal infections of the feet, 
hands and nails. O course, we know this 
ringworm infection as “‘athlete’s foot” or 
Tinea pedis and it is the most widespread 
and most frequently occurring of the fungus 
diseases. 

It is known that athlete’s foot is caused 
mainly by three fungi: E. floccosum, T. 
rubrum and T. mentagrophytes. E. floc- 
cosum finds its chief location in the groin 
area. This is subacute, or less serious form 
of so-called athlete’s foot. The prognosis 
is good. T. mentagrophytes, found chiefly 
in the webbing between toes, is the acute 
form. The prognosis is good. T. rubrum 
is the chronic, most serious form, and is 
found chiefly around the nails and on the 
soles. For sake of convenience, the three 
aforementioned are referred to as one 
entity, athlete’s foot. 

J. Walter Wilson, quoted in Therapy of 
Fungus Diseases (Little, Brown and Com- 
pany), stated that “the ideal antifungal 
drug even for superficial mycoses would 
seem to be one which could be safely ad- 
ministered internally in amounts sufficient 
to endow the cells eventually destined to 
produce keratin with the power to resist 
fungi completely, this power persisting as 
they become keratinized, and the drug thus 
exerting its effects from within outward.” 

Keratin is the layer of virtually dead 
horny tissue on the outer surface of the 
skin, nails and hair. It is composed of the 
dead cells the body is discarding. The 
ringworm fungi are saprophytic; that is, 
they have the ability to live and multiply 
in dead tissue. By an enzyme process, they 
digest and live on keratin. 

Topically applied preparations do not 
consistently penetrate the keratin in which 
the fungi hide, a fact which led Wilson 
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and others to hope and seek a drug which 
could work from within. 

Administration and Dosage: Should be 
administered orally until at least two (2) 
weeks after the patient shows no clinical 
signs of the presence of fungi in the skin, 
hair and nails, or after repeated cultures 
and potassium hydroxide scrapings prove 
negative for fungi. The length of therapy 
varies with the severity and site of the 
infection. A minimal period of four weeks 
may prove adequate in many cases. 

Adults may take one (1) tablet q.i.d.; 
severe cases may require an initial dose of 
2 tablets q.i.d., followed by reduction to 
1 tablet q.i.d., after clinical response has 
occurred, 

Children over 50 pounds body weight: 
1 tablet t.i.d. Under 50 pounds (30 Ibs.) 
body weight: 1 tablet b.i.d. 

General Measures: General hygienic 
measures should be observed. Footwear, 


hats, pillows, clothes and certain domestic 
animals should be regarded as possible 
sources of infection. In cases of ringworm 
of the scalp or nails, involved structures 


should be removed, where possible, to avoid 
reinfection. 

Precautions and Contraindications: Al- 
though known penicillin-sensitive patients 
have been successfully treated with these 
products, the possibility of cross-sensitivity 
reactions exists. Since interference with 
cellular mitosis in animals occurs at ex- 
tremely high parenteral dosage, it is rec- 
ommended that complete blood counts be 
performed at two-week intervals during 
therapy. Patients should be watched for 
sore throat, fever or other abnormal signs 
or symptoms. 

Side Effects; To date side effects have 


been mild and transient in nature. The 
drugs are generally well tolerated when 
given orally. Occasional cases of heartburn, 
nausea, epigastric discomfort and diarrhea 
have been noted. A few patients have com- 
plained of headache during the first week 
of therapy. An occasional patient may 
develop urticaria or a drug rash, in which 
case therapy should be discontinued. 

Clinical Effect: Following oral adminis- 
tration, Fulvicin or Grifulvin is absorbed 
from the gastrointestinal tract and de- 
posited in the newly growing skin, hair 
and nails in concentrations sufficient to 
produce and maintain fungistasis. Although 
fungi remain viable, they do not invade 
the newly growing cells. Thus, as skin, hair 
and nails grow and are shed or removed, 
they are replaced by normal structures free 
from fungi. Results have been most -uni- 
formly excellent or almost uniformly excel- 
lent, regardless of duration of the condi- 
tion. Decrease of itching and inflamma- 
tion is generally seen within a few days. 
Tinea capitis, barbae and corporis often 
clear within two or three weeks, and Tinea 
pedis within four weeks. 

Supply: Fulvicin Tablets each 250 mg. in 
bottles of 30, by The Schering Corporation, 
Bloomfield, New Jersey. Grifulvin Tablets 
each 250 mg. scored aquamarine, in bottles 
of 16 and 100, by The McNeil Labora- 
tories, Inc., Philadelphia 32, Pennsylvania. 

Typical Prescriptions: 


Rx Tablets Fulvicin 250 mg. 
Dispense #30 
Sig. One (1) tablet q.i.d. 
Rx Tablets Grifulvin 250 mg. 


Dispense #30 
Sig. One (1) tablet q.i.d. 


“Slow me down, Lord, and inspire me to send my roots deep into the soil 
of life’s enduring values, that I may grow toward the stars of my greater 


destiny.” 
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—Unknown 
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BOOK REVIEWS 


SURGERY OF THE FOOT 


Henri L. DuVries, M.D., $12.50, 494 pp., 
403 illustrations, The C. V. Mosby Com- 
pany, St. Louis, Missouri, 1959. 

For the first time a book has been writ- 
ten containing details of practical tech- 
niques in the field of foot surgery that are 
applicable to the common lesions seen by 
the podiatrist-chiropodist. 

The: profession has long awaited an au- 
thoritative treatise on this subject. Per- 
haps there is not an individual in existence 
who has the background and experience 
to write such a book as Dr. Henri DuVries. 

Though some foot surgeons might take 
issue with the author's “Recommended 
Techniques,” they are sound and accepted 
procedures wherever he has advocated them. 
He has precise ideas as to their indication 
based on many years of experience. His 
positive approach to each disability is com- 
mendable for his primary thought is the 
restoration of function and balance. 


A handsome volume, well printed, with 
excellent illustrations, it could have had a 
more extensive bibliography, even though 
the author admits no attempt to be defini- 
tive. 


To the skilled foot surgeon there is much 
of interest. Though much is fundamental 
and obviously intended for students, there 
are nuggets for the most advanced foot sur- 
geon. To those who do little foot surgery 
the author has done much to aid in the 
choice of techniques. To those who prefer 
the other interesting phases of our field, it is 
of considerable aid as to whether a surgical 
approach is the wisest choice. In other 


words, it contains something for everyone. 
This book is a “must” to all practicing 
podiatrists-chiropodists. 


Lawrence Frost, D.S.C. 
Monroe, Michigan 


ANATOMY AND PHYSIOLOGY 

Joyce W. Rowe, S.R.N., S.C.M., O.N.C., 
and Victor H. Wheble, M.A., B.M., B.Ch., 
Price, $8.00, Pp. 684. E. & S. Livingstone, 
Ltd., Edinburgh and London, The Wil- 
liams & Wilkins Co., Baltimore 2, Mary- 
land, 1959. 


The book, although intended for ortho- 
pedic student nurses in their anatomy and 
physiology courses, gives the essentials of 
each subject in a concise and forthright 
manner that should be appreciated by the 
student as well as by the practitioner. 

Throughout the book the authors have 
presented the facts of anatomy and physi- 
ology in a balanced manner, paying par- 
ticular regard to structure and function. 

Of interest to this reviewer was the chap- 
ter on Posture and Body Mechanics in that 
there is described, quite simply, the pos- 
tural and mechanical factors involved in 
everyday activities. 

The contents are divided into three 
parts; namely, General Principles of Anat- 
omy and Physiology; Systematic Anatomy 
and Physiology; and Regional Anatomy 
and Physiology. The makeup of the book 
is excellent and the clarity of the illustra- 
tions is especially to be commended. 

The book is highly recommended as a 
good reference text. 

Robert Shor, D.S.C. 


Thou hast given so much to us, give us 
one thing more—a grateful heart. 


George Herbert, 1620. 
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DIGESTS FROM THE LITERATURE 


Anyone wishing to read the complete article, if not available in 
your local library, may borrow it through interlibrary loan. A 
microfilm may be borrowed from the National Medical Library, 
Washington 25, D. C., or a photo-duplication may be obtained 


from that library. 


MUSCULOSKELETAL DISEASES 


Diseases of Voluntary Muscles in Infancy 
and Childhood, E. G. Murphy. Quart. Rev. 
Pediatrics Feb. 1957, pp. 6-13. 


Primary muscle disorders, such as mus- 
cular dystrophy, polymyositis and rhabdo- 
myolysis in which the disease processes are 
centered in muscular fiber, are manifested 
by hypotonia, weakness, atrophy and con- 
tractures. A most serious condition in in- 
fancy and early childhood is Werdnig- 
Hoffman’s progressive infantile muscular 
dystrophy, but in benign cases the prognosis 
is relatively good. Laboratory studies in- 
clude electromyography, muscle biopsy, 
soft tissue roentgenograms, and quantita- 
tive determination of creatine in the urine, 
disturbance of potassium metabolism and 
excretion of myoglobin. The Duchenne 
type of muscular dystrophy occurring in 
childhood is the most common. In 30 per 
cent of cases the sex-linked recessive man- 
ner of inheritance is manifested; 70 per 
cent have no family history of the disorder; 
50 per cent of the sons of a carrier mother 
are apt to have muscular dystrophy and 50 
per cent of the daughters are likely to be 
genetic carriers. 


Various preparations have been ad- 
vocated in treatment of muscular dystrophy 
but no specific therapy has been found. 
Polymyositis with muscular weakness and 
wasting due to widespread local inflamma- 
tory changes resembles the Duchenne type 
of muscular dystrophy and may be mistaken 
for that disease. Polymyositis has a more 
rapid course; disablement of the child oc- 
curs within a few months rather than in 
several years. Frequently a child recovers 
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spontaneously. The prognosis is less favor- 
able later in life but ACTH or steroid 
therapy may be helpful. Muscular biopsy 
is required for conclusive diagnosis. 
Rhabdomyolysis is rarely reported but 
often is not diagnosed. Muscular pain and 
weakness are followed by passing of dark 
red urine during paroxysms, with return 
to normal in between, except for residual 
atrophy and weakness. 

Arthogryposis may indicate maldevelop- 
ment of the muscles, associated with re- 
duction or degeneration of anterior horn 
cells; a definite mode of inheritance has 
not been established, though a genetic fac- 
tor is often recognized. Periodic familial 
paralysis is characterized by recurrent at- 
tacks of paralysis, loss of tendon reflexes, 
and abolition of electric reactions. Inher- 
itance is regarded as a dominant factor. 
Treatment consists of low carbohydrate in- 
take and potassium therapy during at- 
tacks. Generalized myositis ossificans is a 
progressive familial disease involving 
striated muscles, associated with congenital 
anomalies of the digits; onset is in the 
first decade of life, the pathologic process 
apparently starting in the interstitial tis- 
sues. All disorders of the muscles require 
careful clinical analysis in order to estab- 
lish an accurate diagnosis and provide 
sound prognostic and genetic advice. 


RHEUMATIC DISEASES 
Metabolic and Clinical Aspects of Gout, 
Staff Clin. Conference, Nat. Inst. Health. 

Amer. J. Med. 22: 807-24, 1957. 
In acute gouty arthritis colchicine is so 
effective when given orally in doses of 0.6 


| 389 


mg. hourly until development of nausea 
or diarrhea, that this drug is used as a 
diagnostic test of the disease. The total 
dosage recommended is 8 mg. Patients not 
responding to oral administration are given 
the drug intravenously; this acts quicker 
and may terminate the attack before gastro- 
intestinal symptoms are induced. Injec- 
tions of 1 to 2, sometimes 3 mg. in 20 cc. 
saline solution are given as early as possible 
and repeated if necessary. Then oral doses 
are given 0.6 mg. two or three times daily for 
about one week. For patients having more 
than one or two attacks yearly colchicine 
may be given 0.6 to 1.8 mg. every night 
before retiring. Phenylbutazone given 
orally usually terminates an acute attack 
in 24 to 48 hours. The first dose is 400 mg. 
and then 100 mg. every four hours for four 
or more doses. On the second day 100 mg. 
are given every 6 hours for four doses, after 
which daily maintenance doses are given. 
This drug if given for only two days is 
rarely toxic and produces no gastrointes- 
tinal symptoms. Phenylbutazone increases 
urate excretion, thereby decreasing the 
miscible urate excretion pool without ap- 
preciably affecting the rate of urate syn- 
thesis, degradation or extrarenal disposal. 

Probenecid (Benemid) given in daily 
doses from 0.5 to 2 or 3 gm. in treatment of 
chronic gouty arthritis usually restores to 
normal the concentration of uric acid in 
the blood and interstitial fluid. If taken 
faithfully for several years new tophi do 
not appear and the existing tophi may 
soften, shrink or disappear. However, in 
10 per cent of cases Probenecid has unde- 
sirable side effects, such as gastrointestinal 
disturbance, hypersensitivity reactions, pre- 
cipitation of urate gravel or calculi in the 
kidney, or development of an acute gouty 
attack. Probenecid and salicylates should 
not be given concurrently as they are an- 
tagonistic. Daily administration of colchi- 
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cine and Probenecid therapy may prevent 
or reduce the frequency of recurrent at- 


tacks. 

An unusual case is presented of severe 
tophaceous gout in a man of 22, with onset 
at 16 years, rapid development and progres- 
sion of tophi, attended by complications 
such as destruction of joints by tophi, sec- 
ondary infection of tophaceous deposits, 
and marked impairment of renal function. 
Because of renal impairment Benemid 
failed to produce satisfactory uricosuria. He 
responded well to sodium salicylates, with 
a maintenance dose of 4.5 gm. together 
with 4.5 sodium bicarbonate daily. 


X-RAY 

Radiation Damage Caused by Shoe-Fit- 
ting Fluoroscope, Kopp, H. Brit. M. J. 2: 
1344-45, 1957. 

Use of a shoe-fitting fluoroscope appara- 
tus is described. A case is reported in which 
a few telangiectases occurred on the medial 
aspect of the right hallux and slowly pro- 
gressed laterally across the dorsal surface 
of the foot. The skin became atrophic, 
with scaling, depigmentation and a con- 
tinuous network of telangiectases. When 
ulceration occurred under the nail of the 
right second digit and failed to respond 
to treatment, medical help was sought. 
Examination showed sequelae of acute an- 
terior poliomyelitis with paresis of the dor- 
sal flexors of the left foot. The clinical 
picture was that of typical x-ray dermatitis, 
but the patient claimed to have had no 
radiation therapy nor x-ray examinations. 
However, it was learned that this woman 
had worked for about 10 years in a shoe- 
shop where she operated a_ shoe-fitting 
fluoroscope fifteen to twenty times daily. 
New shoes were always fitted by transillum- 
ination, and if a child was afraid the clerk 
put her own foot on the apparatus to show 
it would not hurt. 
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MISCELLANEOUS 

Shoe Wear as a Means of Analyzing Ab- 
normal Gait in Males, C. H. Barnett, R. 
E. M. Boyden and J. R. Napier. Ann. Phys. 
Med. 3: 121-42, 1956. 

By use of the plastic pedograph, de- 
scribed by Barnett (1954), distribution of 
weight on various parts of the foot was 
studied throughout the stance period of 
walking on a level surface from the moment 
of heel contact to that of toeing-off; the 
exact duration of each successive phase 
measured, and the amount of pressure be- 
neath each part of the foot assessed. Of 
270 cases of injury to the sciatic nerve, 129 
were studied over the years 1947 to 1953. 
Ten males were selected from these patients 
for special study; 9 represented four of the 
commonest types of muscular imbalance 
encountered in the larger series of patients. 
The other one had a nerve injury super- 
imposed on a bilateral congenital deform- 
ity. 

Normal shoe wear, with the feet slightly 
divergent, is as follows: Heel wear is 
greater on the posterior than on the an- 
terior half; maximal wear is posterolater- 
ally, usually with sparing of the antero- 
medial segment. Wear on the sole is greater 
on the posterior than anterior half, with 
general gradient of wear toward the tip of 
the shoe. Wear on the posterolateral seg- 
ments is less marked. On the anterior half 
maximal wear is on the medial and middle 
segments. Usually the lateral segment is 
rather lightly worn, with entire sparing on 
the extreme outer edge. Depending on the 
angle of gait, excessive wear on the tip of 
the sole is either on the medial or lateral 
side of mid-line. 

In the pronated foot the malleoli are 
situated medial to their normal relation to 
a line joining the middle toe to the center 
of the heel, causing a medial bulging of the 
upper and distortion of the inlet, and di- 
recting the axis of the heel medially. Toe 
action is revealed by flexion creases in the 
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forepart of the uppers. Greater wear on the 
posterior half of the heel is due to the fact 
that the entire weight of the body is on this 
part for 10 per cent of the stance period, 
with the anterior half sharing body weight 
with the metatarsal heads. Wear on the 
posterior segment of the sole is explained 
thus—the metatarsal contact endures for 
80 per cent of the stance period, with the 
toe contact enduring for less than 40 per 
cent. 

In the first group studied, imbalance 
was due to overactivity of the dorsiflexors 
and evertors with paralysis of intrinsic 
muscles of the foot. This led to plano- 
valgus deformity with hyperextension of 
the toes, and a gait of plodding type with 
prolonged heel contact and abnormal shift 
of the maximal pressure from lateral to- 
wards medial border of the sole. Heel wear 
on the posterolateral aspect was due to 
frictional and shearing forces of heel-strike 
and out-turning of the foot during the 
swing period. Wear on the anterior half of 
the sole was probably due to scuffling dur- 
ing the swing period. (This was not shown 
on the machine.) 

The second group had imbalance due to 
overactivity of the central plantar flexors 
and invertors of the foot. These had drop- 
foot with an equinovarus deformity which 
was indicated on the sole, but the axis of 
inlet indicated a valgus deformity because 
of a paralytic imbalance imposed on a pre- 
existing plano-valgus foot. The lessened 
wear on the anterior half of the sole showed 
the degree of ineffectiveness of toe pressure. 

The third group had imbalance caused 
by overactivity of the calf muscles asso- 
ciated with paralysis of the flexors of the 
toes and intrinsic muscles of the foot. Drop- 
foot was partially compensated by the stiff- 
ness of the ankle and foot. 

The fourth group had an imbalance 
resulting from paralysis of the intrinsic 
muscles of the foot. Reduced or absent 
pressure on the anterior half of the sole and 
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increased depth of toe creases on the uppers 
were due to the underlying clawed toes; if 
movement of the toes were possible, the 
creases would be still deeper. 

Since results from this study of shoe wear 
and from analysis of the pedograph records 
were in striking agreement, study of shoe 
wear should be considered along with clin- 
ical findings. 


MISCELLANEOUS 


Office Management of Painful Feet, E. 
D. W. Hauser. Surg. Clin. North America 
$7: 75-89, 1957. 

Diagnosis of the cause of painful feet re- 
quires careful history taking: age, occupa- 
tion, history of pain, when it occurs, 
whether constant, and degree of its sever- 
ity. Also, the patient’s general health, past 
illnesses and operations; type of shoe worn, 
and type of supports if worn. Gait and 
carriage should be noted, obvious pain or 
limping, posture, overweight and fatigue. 
The foot should be thoroughly examined: 
dorsum of the foot, the skin, the meta- 
tarsophalangeal joint of the great toe, 


range of motion, contraction of toes, and 
presence of corns on the dorsum, and soft 
corns; also the plantar surface, heel, meta- 
tarsal arch. Further study is obtained by 
roentgenograms, and blood counts in cases 
of infection. The use of pads in treatment 
of flatfoot and pes valgoplanus, and of foot 
strain, are described in detail. A modified 
Gibney bandage is used in case of a 
sprained ankle. Calluses, corns and exos- 
toses are treated surgically or by use of 
pads. Arthritic and gouty toes are given 
the usual treatment of those diseases, and 
re-establishment of correct gait. If the toe 
is rigid, injection of Icc. of hydrocortone 
into the joint is given at weekly intervals 
to re-establish motion, decrease swelling, 
and relieve pain. Simple therapeutic meas- 
ures are described which can be carried 
out in the office, Included are painful dis- 
orders such as warts and ulcers, toe frac- 
tures, march foot, painful heel, foot infec- 
tions and ingrown nail. Since painful feet 
can cause serious disability they should 
receive the best care orthopedic surgeons 
can give them. 


The Children’s Bureau, U. S. Dept. of Health, Education and Welfare pub- 
lishes a bi-monthly journal titled CHILDREN, subscription at $1.25 per year. 
A subscription blank may be had by writing to the U. S. Government Printing 
Office, Division of Public Documents, Washington 25, D.C. CHILDREN offers 
not only articles on health, welfare and education, but reports on “services that 
are working toward the improvement of child life.” 
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ORGANIZATION NEWS 


Secretaries of local, state, regional, affiliated, subsidiary and other 
related organizations are invited to submit copy for these columns. 


ARKANSAS 

At the annual meeting of the Arkansas 
State Chiropody Society held in Little Rock 
on June 18, the following officers were 
elected: George F. Heroman, D.S.C. of Pine 
Bluff, President; George H. Fischer, D.S.C. 
of Fayetteville, Vice President and Walter 
C. Gigerich, D.S.C. of Hot Springs, Secre- 
tary-Treasurer, who was elected to serve 
for the thirteenth consecutive year. 


DISTRICT OF COLUMBIA 

The following officers were elected in the 
District of Columbia Podiatry Society: 
Morris Selby, President; E. Ganny, Presi- 
dent-elect; S. Konecke, Vice President and 
Bernard Laps, Secretary-Treasurer. 


MARYLAND 
At the annual meeting of the Maryland 
Chiropody Association, the following 


officers were elected; Jacob Ostroff of Balti- 


more, President; Michael Sherman of Balti- 
more, Secretary and Frank LeBow of Balti- 
more, Treasurer. 

Dr. LeBow demonstrated the new Kodak 
close-up camera and some slides he has 
taken. This past year public information 
program was undertaken during the months 
of April and May and ending with Foot 
Health Week. Public relations counsel was 
retained for these two months and the 
program was financed by contributions 
solicited from all practitioners in the state. 


MONTANA 

At the annual meeting of the Montana 
Podiatry Association, held June 5-7, 1959 
in Great Falls, the following officers were 
elected: L. M. Jennings of Bozeman, Presi- 
dent; C. O. Erickson of Kalispell, Vice 
President; William Wilkinson of Great 
Falls, Secretary-Treasurer. 


“LIFE'S FOUNDATION — YOUR BABY'S FEET" is an out- 
standing and comprehensive booklet on the growth and care of chil- 
dren’‘s feet. Written for the layman, it is concise, cleverly illustrated 
and will prove valuable especially to the parents of young children. 
Many Podiatrists-Chiropodists have received a copy of this booklet 
and have ordered them in quantity. For those of you who have not 
ordered and for those who wish to reorder, please clip the order blank 
below and mail with your check for your supply. 


WOMEN'S AUXILIARY 
AMERICAN PODIATRY ASSOCIATION 
(National Associaticn of Chiropodists) 
2035 WEST ALABAMA, HOUSTON 6, TEXAS 
Please ship to me "Life's Foundation — Your Baby's Feet" in the quantity marked: 


100 copies 
500 copies 
1,000 copies 
5,000 copies 
10,000 copies 


oO P. P. Prepaid 

oO P. P. Prepaid 

oO P. P. Prepaid 
Express Collect 
Express Collect 


Check payable to Women's Auxiliary, APA, in the amount of $______is enclosed. 


NAME 


STREET ADDRESS 


CITY and STATE 


SEE THE EXHIBIT AT YOUR REGION CONVENTION 
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16.00 
136.00 
250.00 
Al9 


pH 42 


CHEMICALS INC. 


125 West End Avenue, New York 23, N. Y. 
665 N. Robertson Blvd., Los Angeles 46, Cal. 
ltl. 2765 Bates Road, Montreal, Canada 


Dr. Gordon R. Tobin of Twin Falls, 
Idaho, guest speaker for the scientific ses- 
sions, spoke on “Rehabilitation by Surgical 
and Non-Surgical Means.” 


NEW YORK 

The New York program of complete in- 
tegration within all community health pro- 
gramming took a major forward step with 
the acceptance of the Podiatry Society as 
a full member of the Empire State Health 
Council and with the invitation to Mr. 
Gilbert Hollander, Executive Secretary of 
the Podiatry Society, to attend Executive 
Committee meetings of this key New York 
health agency. 

The Empire State Health Council is a 
quasi-official organization charged with the 
responsibility of encouraging young people 
to pursue professional careers in the various 
health fields. All major health organiza- 
tions are participating members and top 
officials in the New York State Department 
of Health and the New York State Depart- 
ment of Education are also active members. 

The most recent project of the Empire 
State Health Council was the preparation 
of a guide book “Your Future in Health” 
which carried detailed information on 58 
health careers. The material on podiatry, 
which was supplied by the New York State 
Society, presented the profession in a most 
favorable light and is being used by the 
Podiatry Society in its vocational guidance 
work. 

It is hoped that the active participation 
of the New York Society in the Health 
Council will provide invaluable opportuni- 
ties to bring the message of podiatry to 
health educators, key state officials and 
other “opinion moulders.” 


NORTH CAROLINA 

At the Forty-first Annual Meeting of the 
North Carolina Chiropody Association held 
in Charlotte, June 28-30, the following 
officers were elected: W. Grady Dunn, 
Winston-Salem, President; D. J. Cameron, 
Wilmington, Vice President; Carlos T. 
Cooper, Winston-Salem, Secretary-Treas- 
urer; Calvin Bruce, Fayetteville, A.P.A. 
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Delegate; James Davis, Burlington, A.P.A. 
Alternate; H. Froneberger, Gastonia, State 
Board of Chiropody Examiners. 

The North Carolina Chiropody Associa- 
tion voted to change its name to the North 
Carolina Podiatry Society. Dr. L. D. Aber- 
nethy, Sr. of Charlotte was elected to hon- 
orary life membership in the society. Dr. 
D. J. Cameron of Wilmington was honored 
by the following citation: 

“In recognition of your outstanding and 
meritorious service to the profession of 
Podiatry as exemplified by the following: 

1. Four years’ service as Secretary-Treas- 
urer of the North Carolina Podiatry 
Society. 

2. North Carolina’s first associate fellow 
of the American College of Foot Sur- 
geons. 

3. Chairman of the Hospital Relations 
Committee. 

4. Attendance to and participation in 
state, regional and national conven- 
tions. 

The North Carolina Podiatry Society 

takes great pleasure in designating you as 
North Carolina’s ‘Podiatrist of the Year.’” 


PENNSYLVANIA 


Lehigh Valley Podiatry Society 

The Lehigh Valley Society acted as host 
to the thirteenth House of Delegates’ meet- 
ing of the Pennsylvania Podiatry Associa- 
tion. Drs. Dougherty, LeShay, Sandler and 
President Lipp served on the committee. 

Interesting scientific programs were pre- 
sented by representatives of the Pfizer Com- 
pany on “terramycin,” and Dr. Raymond 
Alexander of Lansdale. 

The title of the Lehigh Valley Division 
was changed to Lehigh Valley Podiatry 
Society. 


Northwestern Division 

A regular meeting of the Northwestern 
Division was held in Erie at the Eagle’s 
Club, Sunday, June 21. The Erie County 
Podiatry Society was host for the meeting. 
Dr. Jack Haney of Erie presented Eugene 
Mercier, M.D., scientific speaker, who gave 
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Dome-pasTé 


cHemicale 


non- 
ravelling 


DOME- PASTE 
BANDAGE 


in the treatment of 
Varicose Leg Ulcers 


“Dermatitis, if present was always 
treated by simple, nonirritating, local 

_ therapy consisting of Domeboro 
(1/20) wet dressings. These proved 
vastly superior to any other type of — 
treatment. Subsequent treatment 

with Daxalan (Ointment) and the 
Dome boot (Dome-Paste Bandage) 


Non-raveling, firmly woven, thread- 
locked edge. 4” x 10 yd. flesh colored 

e bandage impregnated with gly- 
zinc oxide and gelatine paste. 


sufficed to cure the ulcer.” 
Cooper, W. M.: Am. J. Surg, 65:475, 1948, 


DOME CHEMICALS INC. 
125 West End Avenue, New York 23, N. Y. 


665 N. Robertson Blvd., Los Angeles 46, Cal. 


ey 2765 Bates Road, Montreal, Canada 
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Increase Your Income 


Ethically . . . Easily 
Increase volume, scope of practice 


and patient control 


Incorporate DRUG therapy with 
your treatment with fine products 
PRICED to give the BEST RE- 
TURN. Write for “DISPENSING 
TIPS.” 


GORDON LABORATORIES 
State & Parkview Rds., Upper Darby, Pa. 


Let us meet you personally at our 
booth at the National Convention 


Now Available! 


MEET DOCTOR POD 
by 
Robert Hughes, D.S.C. 


The cartoon book that’s 
got the whole profes- 
sion talking...and 
laughing. Handsomely 
bound in hard cover 
with gold stamping, 
this edition contains 
over 100 uproarious 
cartoons from the pen of podiatry’s 
cartoonist-laureate. At $3.75 each, you'll 
want two copies—for your library and 
your waiting room. 


(Sent postpaid if remittance accompanies 
order; all other requests sent C.O.D.) 
ORDER YOUR COPY TODAY 


Joseph D. Adams Company 
Box 93, Ambassador Station 
Los Angeles 5, California 
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a very interesting and informative talk on 
“Office Emergencies.” 

Dr. T. P. Huels discussed the recent meet- 
ing of the House of Delegates in Allen- 
town, and Dr. Ralph Orr gave a report 
on recent activities of the State Board and 
progress of legislative activities concerning 
chiropody. Dr. Richard Wagner was elected 
to serve as Treasurer for the Division and 
Dr. John Ziegler was appointed Parliamen- 
tarian by President Rossi. 

The next meeting will be held in DuBois, 
September 20. 


SHARP APPOINTED TO PRESIDENT'S 
CITIZENS ADVISORY COMMITTEE 

Appointments to the President’s Citizens 
Advisory Committee on the Fitness of 
American Youth were announced July 1, 
1959 by Secretary of the Interior Fred A. 
Seaton, Chairman, President’s Council on 
Youth Fitness. One hundred twenty-nine 
men and women were appointed for a one- 
year term. These persons were selected 
from all sections of the nation and from all 
walks of life, including business, education, 
recreation, health, medicine, dentistry, re- 
ligion, fraternal and service clubs, agricul- 
ture, and athletics, Membership on the 
Committee covers the nation generally and 
finds representatives within each region. By 
and large, all nationwide agencies and or- 
ganizations whose responsibilities are in 
the area of service to youth are included on 
this Committee. 

Homer C. Wadsworth, Executive Direc- 
tor, Kansas City Association of Trusts and 
Foundations, Kansas City, Missouri, was 
named Chairman of the Committee for the 
second time. 

In accordance with the precedent set two 
years ago to bring new individuals into this 
Advisory Committee on the Fitness of 
American Youth, a third of the members 
are serving for the first time this year. 

“As in the past, it is anticipated that the 
members of this Advisory Committee will 
not only serve in an advisory capacity but 
will be actively engaged in promoting the 
goals of fitness within their own organiza- 
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tions and geographical sections of the na- 
tion,” stated Secretary Seaton. 

The annual meeting of the President’s 
Citizens Advisory Committee will be held 
with the President’s Council on Youth Fit- 
ness, composed of the Secretaries of De- 
fense; Interior; Agriculture; Commerce; 
Labor; Health, Education, and Welfare; 
and the Administrator, Housing and Home 
Finance Agency, at the new United States 
Air Force Academy, Colorado Springs, 
Colorado, September 13-15, 1959. 

John T. Sharp, D.S.C., Chairman, Chil- 
dren’s Foot Health and National Youth 
Fitness Committees of the American Podia- 
try Association, was one of those appointed 
by Secretary of the Interior Seaton to this 
Committee. Dr. Sharp is Professor of Podo- 
_ pediatrics at Temple University, School of 
Chiropody and serves on the staff of St. 
Luke’s Memorial and Children’s Medical 
Center. He and his wife, Louise, live in 
Abington, Pennsylvania, with their four 
children, John, Barbara, James and Caro- 
line. 


OHIO COLLEGE OF CHIROPODY 

The Ohio College of Chiropody has 
scheduled a seminar on Practice Manage- 
ment to be held at the College on Friday, 
Saturday and Sunday, September 25, 26 
and 27. Registration will be limited to 
members of the American Podiatry Asso- 
ciation. An elaborate program has been 
prepared and it is anticipated that this 
seminar will become an annual event. 


FOR RAPID CONTROL OF HEMORRHAGE .. 


HEMOSTATIC-SOLUTION 
FOR TOPICAL APPLICATION 


BACTERIOSTATIC 


Please order from your suppiy house 


We can rely on your sense of values 
Compare 


Natural Mold Shoes 
and be CONVINCED 


Thai Natural Mold Shoes are the best in 
construction and chiropodical concepts. 


SECOND TO NONE 


1. Self-Molding Crests (Static Dynamic Molds) 
2. Chemically treated linings (diminishes perspiration) 
3. Corrective—not just accommodating 

Besides being beautifully designed and of expert workmanship. 


Send for complete information to 


NATURAL MOLD 


49 LAWTON ST., NEW ROCHELLE, N. Y. 


SHOE 
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BUTLER'S CHIROPODY 
SUPPLY CO. 


Specialists in the Finest 
All Nationally Advertised Equipment 


SURGERY TABLES X-RAYS 

AUTOCLAVES CABINETS 

STERILIZERS CHAIRS AND 

ULTRASOUND STOOLS 

SINES & DIATHERMIES LAMPS 

WHIRLPOOLS DRILLS 
INSTRUMENTS SUPPLIES 

CHIROPODY 


SURGICAL 
Arch Appliances made to specific pre- 
scription and cast work 


Materials also stocked for making your 
own arch appliances. 


5541 York Bivd., Los Angeles, Calit. 
CLinton 56-3049 


1069 Market St., San Francisco 
UNderhill 1-4551 


BUTLER'S 
“The House of Friendly Service” 
TERMS TO SUIT 


WRITE FOR PRICES AND DETAILS 


3, Calif. 
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ILLINOIS COLLEGE ALUMNI 
EDUCATION FOUNDATION 


Implementing the nationwide drive of 
the Alumni Education Foundation of the 
Illinois College of Chiropody and Foot 
Surgery is an organization of alumni serv- 
ing as Chairmen for a number of states. 

State Chairmen of the Alumni Educa- 
tion Foundation are: Drs. Edward Tornow, 
Los Angeles, Calif.; Curry L. Meyer, Estes 
Park, Colo.; Irving Yale, Ansonia, Conn.; 
Charles Turchin, Washington, D. C.; 
Herbert Feinberg, Miami Beach, Fla.; 
Raymond J. Noonan, Atlanta, Ga.; Ray- 
mond M. Kingland, Boise, Idaho; Philip R. 
Brachman, Chicago, Illinois; William H. 
Cook, Indianapolis, Indiana; Stewart E. 
Reed, Des Moines, Iowa; Lawrence E. 
Krause, Great Bend, Kansas; Leo D. Oppen- 
heimer, Jr., Covington, Kentucky; Nicholas 
Zichichi, New Orleans, Louisiana; Gerald 
Hoag, Springfield, Massachusetts; Harold 
M. Brooks, Detroit, Michigan; Keith W. 


OUR NEWEST MOULD 


The Levy Latex Mould and Contour Inlay made completely of Latex 


and Sponge Rubber. 


After many years of intense research and the cooperation of a 
prominent Doctor and Competitor, we have at long last succeeded in 


fulfilling the idea originated by Dr. Ben Levy TO CUSHION THE 


FOOT. 


This product constructed of Sponge and Latex Rubber is far superior 
in comfort to any so-called space shoe, and, very important to our 
woman to-day, in no way mars the beauty of the shoe. 

We strongly recommend it for those suffering from Arthritis, Circula- 
tory or Diabetic conditions. Also for bony, rigid and sensitive feet as 
well as for Verruca, Ulcers and Scar Tissues. It also is made in on 


inlay type without crest. 


The ORIGINAL CONTOUR is retained at all times. 
A negative or positive Cast at right angle is necessary. 


LEVY & RAPPEL, INC. 
384 Columbus Ave., New York 24, N. Y. 
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Jorgensen, Red Wing, Minnesota; Robert 
F. Triplett, Nevada, Missouri; Ambrose W. 
Friedl, Great Falls, Montana; Ken C. Neil- 
sen, Omaha, Nebraska; William W. Potter, 
Charlotte, North Carolina; T. W. Cockrell, 
Minot, North Dakota; Nicholas C. Bianco, 
Akron, Ohio; Earl Weibel, Oklahoma City, 
Oklahoma; Burgess Kelly, Portland, 
Oregon; Theodore P. Huels, Greenville, 
Pennsylvania; Leonard H. Lerner, War- 
wick, Rhode Island; Arthur Richert, Mem- 
phis, Tennessee; Louis T. Bogy, San An- 
tonio, Texas; Earl Sheff, Charleston, West 
Virginia, and Eugene V. Hurtienne, She- 
boygan, Wisconsin. 

Following are the officers of the Alumni 
Education Foundation: Curry L. Meyer, 
President; Stewart E. Reed, Vice President; 
Lola T. Riesgraf, Secretary; Mr. George F. 
Fitzgerald, Treasurer; George C. Guenzler, 
Lemuel B. Thompson, Ken C. Nielsen, 
Philip R. Brachman, Robert L. Trowitch, 
Directors; and Crofford H. Buckles, C.P.A., 
Auditor. 


ZONDEX SCORES AGAIN 


Here’s a new need for Zondex which had its 
beginning in the office of a New York doctor 
(name on request). 

For home treatment of Epidermophytosis have 
patient put feet in a non-hydrostatic polyethy- 
lene bag (supplied with Zondex Vapor Kit) 
for 10 to 15 minutes once every third day for 3 
treatments. 

Clinical studies and enthusiastic reports from 
over 200 doctors proved the effectiveness of a 
few home treatments of the feet with Zondex 
Vapor Kit for the enduring relief and control 
of Epidermophytosis. 

The concomitant result of a few exposures of 
shoes and socks rendering them fungistatic for 
their wearing life (which has long since been 
proven) provides the missing link, long sought 
by the profession in the treatment and preven- 
tion of recurrence of Epidermophytosis. 

Zondex for Epidermophytosis, Bromidrosis 
and hyperidrosis is safe, easy to use and has 
excellent patient acceptance. See result of 
comprehensive studies reported in January, 
1959 issue of J.A.P.A. 


Prescribe or dispense Zondex 


GROSS-PADOW CORPORATION 
1318 Avenue J 
Brooklyn 30, New York 


Write for report on new treatment of fungus nails 
— no burring, no liquids, no ointments and no 
powders. 


A new and effective 
treatment for onychomycosis 


KERALAC 


A solution of chloranil (fungicide) in a high grade nail lacquer. 
The lacquer holds the fungicide on to the nail so that close and inti- 
mate contact is assured. 

Keralac is cosmetically elegant and when dry has the smooth and 
shiny surface of a nail lacquer. Further, the painting of a nail with 
a lacquer is appealing to the patient. 

In the office, remove the infected portion of the nail and debride 
the nail bed. Instruct the patient to carry out the following twice a 
week:—1. remove old lacquer by nail polish remover; 2. sand the 
nail down as much as possible; 3. repaint with Keralac. 


Available 1% oz. bottles complete with brush applicator. 


Samples and literature on request. 


SALEM PHARMACEUTICALS Naugatuck, Connecticut 
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A PATIENT CAN BE ALL WET... 


Yet keep a Doctored Foot DRY! 


DRI- FOOT. 


ailing 
t-r-e-t-c-h-e-s 
on and off easily. 
Flesh pink. Sizes 

(as for shoes) 


($12.00 per doz. 
Nubby, SKID-PROOF SAFETY SOLE 


DRI-FOREFOOT 
Frontal foot protec- 
Ww. 
. One 
$1.25 
$6.00 dozen) 


DORSAY PRODUCTS | 
200 W. 57th St., N.Y. 19, N.Y. 


AMERICAN CHIROPODY ASSOCIATION 

At the annual meeting of the American 
Chiropody Association, the following 
officers were elected: W. C. Gigerich of Hot 
Springs, President; W. J. Thomas Jr. of 
Memphis, President-elect; C. A. Roberts 
of Sherman, Texas, Secretary; F. A. 
McKee of Forth Worth, Treasurer, and 
C. E. Krausz of Philadelphia, D. A. Minear 
of Kansas City, T. W. Ingersoll of Muske- 
gon, Mich., W. S. King of Memphis, B. S. 
Paul of Fort Smith and R. G. Abernethy 
of Winston-Salem, N. C., Vice Presidents. 

New board members are: V. K. Barre, 
T. J. Edmondson, F. A. McKee and C. H. 
Robinson, all of Fort Worth, E. W. Dobbs 
of Houston, A. V. Johnson, Jr. and L. A. 
Walsh of Midland, O. M. Murphy and 
B. M. Sanders, Jr., of Tyler, R. M. Parks 
of Longview, C. A. Roberts of Sherman, 
and G. B. Vosburg of Waco. 

C. A. Roberts of Sherman, Texas, was 
elected Executive Secretary. 


THE PUBLIC’S CONFIDENCE 
IS YOURS THROUGH EDUCATION 


A PUBLIC EDUCATION 
PAMPHLET WILL HELP YOU 


Treatment and service instill in your patients the confidence 
and trust that is your right as Podiatrist-Chiropodist. 
subtly educating the public to the extent of your education, 
knowledge and scope of treatment is done through the printed 


matter you display and give away. 


A Public Education Pamphlet describes the position of the 
Foot Specialist in the medical world. The pamphlet also tells 
of the proper foot care a patient should have to insure healthy 
feet. This pamphlet (dispensed with prescriptions) is available 


to you FREE. 


HIROPODY 
RESCRIPTIONS 1945 


INCORPORATED 


However 


Please send for free Public Education 
Pamphiet and a listing of 15 prescrip- 
tions that extend your service to the pa- 
tient. 


ORIGINATORS OF ETHICAL DISPENSING 


435 MAIN STREET, EAST ORANGE, N. J. 
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AMERICAN PODIATRY STUDENTS 
ASSOCIATION 

The following were elected to office in 
the New York Chapter of the A.P.S.A. for 
the year 1959-60: Irwin Kofsky, President; 
Albert Perlstein, Vice President; Bob Fabri- 
cant, Secretary; Irwin Sader, Treasurer; 
Irwin Kofsky, National Delegate; Bob 
Fabricant, Alternate Delegate. 


DEATHS REPORTED 


Ada M. Layton 
Wilmington, Del. 


Bernard E. Silverman 
Beckley, W. Va. 


Dr. Silverman, a graduate of the Illinois 
College of Chiropody and Foot Surgery, 
died of a heart attack in his home on July 
13, 1959. He was a member of Phi Beta Pi, 
Temple Beth El in Beckley, B’nai B’rith, 
the Odd Fellows, for which he served as 
Past Noble Grand, the Moose and the 
Chess Club, which he organized in Beckley. 


LEGAL AND LEGISLATIVE 


OHIO 

The new Chiropody-Podiatry Practice 
Act has replaced the old one and _ the 
definition has been refined to remove 
qualifications of the word “treatment” and 
stipulates that the making of molds or 
casts of the feet for shoes or appliances for 
correction or relief of foot ailments is the 
practice of chiropody (podiatry). Annual 
renewal of license will now be required 
with certification of two days’ postgraduate 
work. Professional advertising is also 
very severely limited. 


MICHIGAN 

The Michigan Chiropody Act was 
amended by replacing the phrase, “This 
act shall not apply to physicians and sur- 
geons nor osteopathic physicians and sur- 
geons.”, with “This act shall not apply to 
other members of the healing arts provided 
they are licensed to examine, diagnose and 
treat the hand and foot.” 


FOOT BALANCE INLAYS 


are only completely 
successful 
when each case 
is individually studied, diagnosed 


and an inlay made to fit its 


special requirements 


The laboratory of 


CARL. _G. BERGMANN, D.S.C. 


5406 BROADWAY CHICAGO 40, ILL. 


originator of foot balance inlays is directed 
in all its endeavors to accomplish this result 
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AUDIO-VISUAL 
EXHIBITIONS AT NATIONAL PROFESSIONAL MEETINGS 


CVCLOPEDIA of 1000 CLINICAL ENTITIES of COMMON FOOT LESicns 


4 


This is the exhibit displayed at the National League for Nursing. 
The exhibit was built by Dr. Shapiro. It was displayed last year 
in the Scientific Exhibits and won the Gold Award. Dr. Shapiro 
has given the exhibit to the Audio-Visual Committee of the A.P.A. 


Dr. Marvin Shapiro, our President-Elect National League for Nursing is the educa- 
and Chairman of our Audio-Visual Com- tional arm for the American Nurses Asso- 
mittee, has been responsible for arranging ciation. 
for the showing of the exhibit, “Cyclo- A great deal of interest in feet and our 
pedia” at the National League for Nursing profession and what we are doing was evi- 
meeting held in Philadelphia, May 11-15, denced at both meetings. These showings 
1959, and at the recent annual meeting of are leading to invitations from other medi- 
the American Medical Association. The cal organizations. 


Dr. ” Shapes discusses the exhibit with Franz S. Steinitz, M.D., 


Chief of Geriatrics, Edgewater Hospital, Chicago, Illinois, at the 
American Medical Association Annual Meeting. 


ot 
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CCLOPEDIA of 1000 CLINICAL ENTITIES 


CONVENTION DATES 
AND 
MEETING NOTICES 


Amorican Podiatry Assoc ation 
New York, N. Y., August 27-Sept. 1, 1959 
Waldorf-Astoria Hotel 
Seward P. Nyman, Convention Manager 
3301 16th St., N.W., Washington 10, D. C. 
Michael I. O’Connor, Exhibit Manager 
428 E. Preston St., Baltimore 2, Md. 


Region One 
(Conn., Maine, Mass., N. H., R. I., Vt.) 
Boston, Mass., Sept. 25-27, 1959 
Sheraton Plaza Hotel 
Dr. Edward H. Buchbinder 
10 Allyn St., Hartford, Conn. 


Region Two 

(New York) 
Mr. Gilbert Hollander, Ex. Sec. 
353 W. 57th St., New York, N. Y. 


Region Three 

(Del., Md., N. J., Pa.) 
Dr. B. C. Egerter, Gen. Chairman 
507 Liberty Ave., Pittsburgh, Pa. 


Region Four 
(Ohio) 
J. Edwin Farmer, Ex. Sec. 
Fifty W. Broad St., Columbus, Ohio 
Region Five 
(Ill., Ind., Mich., Wis.) 
Mid-West Conference 
Chicago, Ill., Mar. 25-27, 1960 
Morrison Hotel 
Dr. Ralph M. Ticko, Pres. 
536 W. Wisconsin Ave., Milwaukee, Wis. 


Region Six 
(Colo. Iowa, Kan., Minn., Mo., Nebr., N. Dak., 
S. Dak.) 
Omaha, Neb., April 1-3, 1960 
Sheraton-Fontenelle Hotel 
Dr. Reid L. Cox, Gen. Chairman 
409 Huron Bldg., Kansas City, Kansas 


Region Seven 
(Idaho, Mont., Oreg., Wash., Wyo.) 


Region Eight 

(D. C., N. C., §. C., Va.. W. Va.) 
Williamsburg, Va., Nov. 13-15, 1959 
Williamsburg Inn 


Dr. Leonard Kaplan 
718 Court St., Portsmouth, Va. 


Region Nine 

(Florida) 
Dr. Joy E. Adams 
401 Florida Natl. Bank Bldg., 
St. Petersburg, Fla. 


Region Ten 
(Ala., Ga., Ken., Miss., Tenn.) 
Louisville, Ky., Oct. 9-11, 1959 
Brown Hotel 
Dr. Chester A. Nava 
4140 Shelbyville Rd., Louisville, Ky. 


Region Eleven 
(Ark., La.. N. Mex., Okla., Texas) 
Dr. W. C. Gigerich, Gen. Chairman 
Arkansas Natl. Bank Bldg., Hot Springs, Ark. 


Region Twelve 
(Ariz., Cal., Nev., Utah) 
Dr. Alfred G. Roos 
209 Post St., #412, San Francisco 8, Calif. 


Canadian Podiatry Association 
Toronto, Ontario, Sept. 5-8, 1959 
King Edward Hotel 


Dr. L. Hurwitz, Exec. Sec. 
3017 Bathurst St., Toronto, Ont. 


Idaho Podiatry Association 


Sun Valley, Idaho 
Sept. 11-13, 1959 


Ohio College of Chiropody 
Seminar on Practice Management 
Sept. 26-28, 1959 


Attend 
Your State & Regional Meetings 
Then Your 


NATIONAL 


House of Delegates, August 27, 28, 31, 1959 


SCIENTIFIC SESSIONS, AUGUST 29, 30, 31, 
SEPTEMBER 1, 1959 


WALDORF-ASTORIA HOTEL, NEW YORK, N. Y. 


PODIATRY ASSOCIATION, Aucust, 1959 


A29 


PLEDGES AND CONTRIBUTIONS TO THE FUND FOR 
PODIATRY-CHIROPODY EDUCATION 
The following have made a contribution or pledge to the Fund, or directly 
to a college or “its Alumni Foundation. Code for letters following individual 
names shown below: 
ICC—Illinois College of Chiropody 


LCP—M. J. Lewi College of Podiatry 


CaCC—California College of Chiropody GF —General Fund 7 
ChCC—Chicago College of Chiropody NYSoc—The Podiatry Society of the State of New 
OCC—Ohio College of Chiropody York 


TUSC— Temple University School of Chiropody 


Contributions Received at the Fund Office in Washington 
(Bold type reflects pledge or contribution of $100.00 or more) 


Achelis, Miss Elisabeth . LCP Forgea, Mrs. Margaret .... GF 
Allen, Mrs. John W. .... LCP Fox, Maurice ........... LCP 
Altman, Donald LCP LCP 
Anonymous .... LCP Freigenberg, Seymour . LCP 
Anonymous ..... LCP ‘Friedman, Bernard E. LCP 
Anonymous GF Gaylord, Chesley N. .... CaCC 
Armstrong, Robert H. GF Goldschmidt, Alexander ..._ LCP 
Arnowitz, Abraham LCI Gorman, B. R. ......... LCP 
Balkin, S. W. ChCC Gould, Frank ........... LCP 
Barbarete, Miss Mary. GF Geet, LCP 
Beberiman, Mr. J. M. GF Green, Mrs. G. G., Jr. .... GF 
Berg, Samuel S. LCP Green, John E. ........ LCP 
Bershad, Morton N. ..... LCP Green, Walter ........... LCP 
Bluhm, Lester W. NYSxc Greenberg, Frank ...... LCP 
Blustein, Herbert E. .... LCP Greenberg, Leo ......... GF 
Bolos, Nicholas G GF Grossman, Murray ........ LCP 
Brand, Jerome LCP—T CSC Grossmann, Milton. ...... LCP 
Brantingham, Guenzler, George E. 

Charles R. ChCC—ICC 
Bronspiegel, Harry GF Haas, Morris ........ ICC 
Brown, J. Leo ... TUSC Hall, Vern S. ICC 
Brown, Jack LCP Heartpence, Suzanne __. GF 
Brown, V. Leonard TUSC SY | aaa GF 
Brush, Misses Grace Hogan, Gerald D. GF 

and Cornelia LCP Horn, George ........... LCP 
Buchbinder, Arthur K. Occ Horowitz, Harry and 
Burns, L. T. CaCC Sylvia... . NYSoe 
Cameron, Donald J. Hoyle, Mr. James 
Catlin, Mr. and Mrs. Hymes, Leonard ...... TUSC 

Robert M. Le> Isenberg, M. G. ....... LCP 
Chan, David > — Ivers, Miss Catherine B. .. GF 
Cloud, Ruth M. CF Junod, Mrs. Daniel A. .... ICC 
Cochran, Clifton R. OC Junod, Mr. John A. ...... ICC 
Cohen, Edward S. Gl Junod, Mr. Paul D. ...... ICC 
Corbett, C. W. ChCC Kahn, Benjamin H. ... LCP 
Corsaro, Joseph A. GF Kaplan, E. G. ......... occ 
Costowitch, Mrs. Adam LCP Katz, Samuel CaCC 
Cytryn, Mr. Morton _. GF Kelly, Burgess F. ....... ICC 
Daveler, Mrs. Lola G. GF Kilander, Martha ._.... GF 
Day, Frederick W. LcP King, William S. ........ IcCc 
Dearborn, Mrs. John GF Kleiman, M. A. ....... LCP 
Dieffenbach, E. M. CaCC Kottek, Herbert E. ..... LCP 
Diez, Mrs. M. .... GF Kupfer, Miss Ernestine C. LCP 
Dodge, Allan R. 
Drew, Fred F. CaCC Harvey “ny “ICE 
Dulla Pharmacy GF Larson, Alvin ‘aa Chcc 
Durst, Mrs. Max GF Lefrak Foundation, The 
Eads, William F. CaCC GF 
Ehrlich, Henry Gk Lenk, Matilda _... occ 
Eisenberg, Lloyd A. LCP Lepird, R. N. ... ChCC 
Epstein, David LCP Leslie, Miss Mary . GF 
Eschbacher, Paul R. CaCl C Lesoine, John A. Call 
Farrar, Mr. C. N. ... GF Levine, Abraham _.. LCP 
Field, Donald W. CaCC Levitz, Joseph LCP 
Flaxman, Eugene R. Lewy, Louis LCP 
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Liquid Rubber Appliance 


Lzboratory ...... ICC—GF 
Luper, David and Nathan .LCP 
Matisoff, Nathan ........ LCP 
McCormack, F. J. ........ LCP 


McGlamry, E. Dalton .TUSC 
McMahon, Mrs. John B. ..LCP 


GF 
ChCC 
Michetti, Armando ...... LCP 
Morris, Jonas C. ......... GF 
Murray, George A. ......... GF 
NAC Ageomey ............. GF 
Nelson, Pierce B. ...... CaCC 


Newman, Maurice C. ....LCP 
Noffsinger, Mrs. Maude ....GF 


Ohio Foot-So-Port Shoe 


Stores ............00C—CF 
Cwens, Ralph ates: ChCC 
Pankratz, John C. .ICC—OCC 
Pcrendy, William ....... ICC 
Reakow, Martin A. ...... LCP 
GF 
Rasmussen, David C. ....GF 
iticker, Mrs. E. M. ....GF 
Nilcy, ........... “ICC 
Rock, James L. ......... LCP 
Ro Marion E. .......CaCC 
RNoggenkamp, O. E. ..... ICC 
Rosen, Maurice ........... LCP 
Rosoff, Samuel ........... GF 
Ross, Mrs. Prentiss ........ GF 
Ruggiero, F. J. .......... ICC 
Sabia, Michael L. ....... LCP 
Salinger, Edward ...... CaCC 
Samuels, Irvin H. ...... TUSC 
Schreiber, Lewis F. and 

LCP 
Schwarz, Francis S. ..... LCP 
Schwarz, Sidney M. ........GF 
Schweiker, Mrs. A. E. ....GF 
Schwind, Miss Mae ........ GF 
Scott, Donald C. ....... CaCC 
Shangold, Jules ......... LCP 
Shelton, Lacy R. ....... Occ 


Sherman, Bernard D. ...LCP 
Shor, Robert .....CaCC—ICC 


Shore, George A. ....... CaCC 
GF 
S!oane, Allen J. 
Sluzcwski, Alfreda 
Smith, Mrs. Nell H. ........ GF 
Snyder, Mrs. Clara ...... ChCC 
Snyder, Irving R. ........ GF 
Somers, Mrs. R. H. ........ GF 
Spreadby, Marian L. ....... GF 


PC 
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Starr, Joseph L. ........ 
Steiner, Joseph W. 


Sterrett, Anthony H. 
Stevens, Harold 


Stradling, Miss Gladys ... 
Strong, Peter E. on 


Sudel, Mrs. C. J. 
Sullivan, Joseph D. 


Takata, Miss Yo. 


Teitel, Milton L. ........ LCP 
Tortora, Michael J. ..... LCP 
Turchin, Charles R. 

LCP—-TUSC 


VonDraska, D. R. ....... CaCC 
Walton, Miss Gladys ... GF 
Weinberg, Joseph ..... Occ 
Weiner, Harold ........ 


Weisberger, Eugene .... 
Wentz, Mrs. Clara ........ GF 
White, H. R. F. 
Wilson, Ray 
Wittenberg, Morton ..... GF 


Contributions Received Directly at the Colleges and Reported to the Fund Office 


Anderson, Emma 
Anderson, William L. 
Anonymous 
Arenson, H. H. 
Arizona Chiropody 
Association 
Badke, W. J. ... 
Baldwin, J. T. 
Bartig, W. R. ...... 
Beghardt, Jack .... 
Berenson, R. 
Bergen, Sidney rer 
Bielmaier, E. B. ... 
Brachman, P. R. 
Bradley, C. W. 
Brennan, R. L. 
Brightwell, James E. 
Brown, Edith M. 
Burton, R. F. . 
Burkhead, Harold R. 
Bushbeck, E. .. 


Cain, John W. ... 
Carby, J. W. 
Cardy, Donald K. 
Carnes, Robert .R. 
Chiropody Supply 
Headquarters 
Churchill, A. B. 
Cochran, J. Lawrence 
Cohen, Gerald 
Collett, John B. 
Collins, Wayne B. 
Crutchfield, Allen 


Dahl, G. Conrad 
Difenbach, 
Dill, Howard M. 
Dodson, Douglas D. 


Dodson, Dr. and Mrs. es 
Donohue, E. F. .. ... 
Mm ....... 


Dyer, Duane ..... 
Erdmann, G. E. 


Falknor, Gordon 
Feder, H. J. . 
Feinberg, Herbert _. 
Fields, Frank C. 
Foster, Herman . 
Friedel, A. W. 
Friedel, C. M. 
Fugett, A. M. 


Gardner, Philip ; 
Gartner, Herman F. 
Gartner, Leo G. 
Gartner, Wilfred R. 
Gibbons, S. W. ... 
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Glidear, Nathan ......... Icc 
Goldhamer, Irving ee 
Goldman, A. H. 
Gottler, S. Robert _..... ICC 
Graham, John R. ...... ICC 
Greenwald, Joseph ...... ChCC 
Grund, Frank ......... ChCC 
Guenzler, George ........ ICC 
Haas, Morris ............. ICC 
Hadden, H. E. ......... ICC 
.......... 
Hammond, John W. ......ChCC 
Hanser, Charles F. .......ICC 
ICC 
Hayes, Jerry ............ChCC 
ICC 


Hurtienne, Eugene ..... ICC 


ICC & FS, Class of 

ICC 
Jacobson, O. A. ......... ICC 
Jacoby, Robert L. ........ CaCC 
Kapnick, Louis .......... ChCC 
ICC 
ICC 
ICC 
Killun, William P. ....... ICC 
CaCC 
Kingland, Ray ._....... ICC 


Kirkwood, Ralph C. .... ICC 
Kligman, Leo I. ........ CaCC 
ChCC 


Kramer, M. ............ ICC 
ICC 
Lefler, L. G. 
Liss, Dr. and Mrs. Leo N. .CaCC 
ChCC 
Mahaffy, Paul F. ....... ICC 
ICC 
Marshall, R. ICC 
ICC 
Merrigan, ICC 
Meyer, Curry L. ....... ICC 
CaCC 
Misuraca, Charles A. ..... ICC 
CaCC 
Moore, "James ICC 
ICC 
Nelson, Dr. and Mrs. 

Pierce B. ... 
Nielsen, Kenneth C. ... ICC 
Noonan, Raymond J. ..... ICC 
Nuddleman, M. C. ...... CaCC 
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(Bold type reflects contribution of $100.00 or more) 


Wolstein, Arthur. P 
Wunderlich, Charles H. 

CaCC 
Ornstein, Seymour ........ ICC 
Perendy, William ....... ICC 
ICC 
ChCC 
Redwood Division, 

Reed, Stewart E. ........ ICC 
Reisgraf, Lola T. ........ ICC 
Rhodes, Orphelia S. ...... Icc 


Ripple Sole 
Corporation ........... ICC 
Roddy, Marion E. ....... CaCC 


Rosenblum, H. .......... CaCC 
Russo, Patrick .......... ChCC 
ICC 


Sellers, Joseph E. ......... 
ICC 
CaCC 
Skwor, Donald R. ........ ICC 


ICC 


Solomon, Gilbert .......... ICC 
Stern, Benjamin C. ....... ICC 
ICC 
ICC 
Taughinbaugh, C.A.C. ....CaCC 


Thomas, William J. ........ ICC 
Thompson, E. S. 
Thompson, L. B. 
Topal, Mrs. Matilda ..... ChCC 
Tri County Division, 


Trowich, R. G. .......... ICC 
Uchimura, M. ........... ICC 
ICC 
VonDraska, D. .......... CaCC 
ICC 
Weiseman, H. G. ........ ICC 
Western Chiropody 

CaCC 
Wheeler, Harold E. ..... ICC 
Wicks, Vaughn E. ........ CC 
Witherow, Robert ......... ICC 
Witherow, S. L. .......... ICC 
ICC 
Woofter, Glen ........... ChCC 
Wright, Robert L. ........ ICC 
Wunderlich, C. H. ...... ChCC 
Yale, Irving ............. ICC 


LCP 
LCP 
LCP 
GF 
GF 
.... Cac 
..........8 
Adams, Joy E. ........._ ICC 
Allen, E. H. .. CACC 
Call 
ICC 
CaCC 
ICC 
ICC 
ICC 
CaCC 
CaCC 
ICC 
ICC 
ICC 
CaCl 
_ 
ICC 
ICC 
ICC 
CaCC 
ICC 
CaCC 
ChCC 
.. ICC 
ICC 
ICC 
iC 
ICC 
ICC 
CaCC 
CaCC 
ICC 
... CaCC 
ICC 
CaCC 
CaCC 
ICC 
ICC 
ICC 
ICC 
Cal C 
.. 
CaCC 
ICC 
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MOOD ELEVATORS 


The protessor entered the classroom with 
a sheaf of examination papers in his hand. 
Noting that the students were standing in 
little knots about the room, he said, with 
heavy sarcasm, “Sit down, gentlemen. It is 
barely conceivable that, standing, you 
might drift into a circle, in which event I 
might be arrested for maintaining a dope 
ring.” 


"and now Dr. Chester will lecture on the effects of 
overweight on the feet!!" 


Harvesting machinery was at work as the 
young farmer drove by with his city aunt. 
He slowed down and she watched for a few 
minutes without speaking. Finally she 
broke her silence to say, “You know, I’ve 
always wanted to see a concubine at work.” 

The driver, intent on listening to his 
companion, was halfway through the red 
light before the crossing cop’s whistle woke 
him up. “Officer,” he said, “I tried to stop 
but I couldn’t. I think there is something 
wrong with my car.” 

“Yeah,” replied the officer, “I think it’s 
the nut that holds the steering wheel.” 


N.Y. Daily News 
Pedestrians have their rights, you know, 
but too often it’s their last rites. Don’t jay- 
walk. 
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Civic Hospital's surgical course will 
cover in the three days the following: 


Aseptic Surgical Techniques 

Hospital Protocol 

Laboratory Procedures 

Instrumentation 

Anesthesia 

Suturing Techniques 

Pre- and Post-Operative 
Medication 

Performing Actual Surgery, 
under Supervision, of 


Nails Hammer Toes 
H.D.'s Tenotomies 
H.M.'s Minor Tumors 


The Fee is $200 


A Certificate of Participation will be 
issued by Civic Hospital. 

Acceptance of a deposit of $100 in ad- 
vance will insure you a place in a course. 
SEPT. 18-19-20; OCT. 23-24-25; 
NOV. 27-28-29; DEC. 11-12-13 


All checks and inquiries should be sent to 


CIVIC HOSPITAL 


610 East Grand Bivd., Detroit 7, Michigan 


“There may be plenty of room at the top 
but there’s no room to sit down.” 


“A man becomes wise by watching what 
happens to him when he isn’t.” 


“Doctor, Mr. Allen dropped another steel plate on 
his safety shoe, and can't get it off!" 
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The credit manager had sent the delin- 
quent customer a number of letters about 
his overdue account and finally resorted to 
a personal telephone call. A little boy 
answered and said, “My dad ain’t home.” 

“How can I get in touch with him?” asked 
the C. M. 

“Write him another letter,” advised the 
boy. 

Women are wiser than men because they 
know less and understand more. 

An American was strolling along a street 
in Paris. He came to a church where a 
wedding was going on. “Who is being 
married?” he asked a_ bystander. 

“Je ne sais pas,” replied the stranger. 
(“I do not know’’) 

Later in the day the American again 
passed the same church just in time to see 
a funeral. “Who is being buried?” he asked. 

“Je ne sais pas,” was the answer. 

“Gosh, the poor fellow was just married 
this morning.” 


An Indian, sick in hospital, was visited 
by another Indian. Asked how he felt, 
he replied, “Ugh.” 

“Sleep well?” Again, “Ugh.” 

“You like nurse.” 

“Ugh, Ugh, Ugh.” 

“I ask simple question,” the friend 
frowned. “No need make long speech.” 


“Why Miss Meany, why ever would | be drawing on 
your feet?" 


For 


45 Valiey Way 


TYLOMA OF THE GREAT TOE 


Chronic or acute heloma, callous or vascular 
in nature, found on the inner side of great toe. 


A prosthesis from cast of condition gives last- 
ing comfort and in a greater percentage of cases 
a cure of that condition, also an adjunct in the 
hydrocortisone or Keramin® injection of keratosis. 


that next case of 


Send casts 


to 


West Orange, N. J. 
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CONTRIBUTION AND/ or PLEDGE 


HAVE YOU SENT IN YOUR 


Our goal is $100 from each member of the profession. 

Enclosed is my contribution of $ to the Fund for the Advance- 
ment of Podiatry (Chiropody) Education. 

| wish to ANNUALLY pledge $ to the Fund. 

Bill me: Annually { ) Semi-annually ) Quarterly ( 


| wish my donation designated for: 


{ ) The General Fund, for all schools. 


{ ) Earmarked for Podiatry Chiropody College. 
Name 

Street Address 

State 


FUND FOR ADVANCEMENT OF PODIATRY-CHIROPODY EDUCATION 


3301 16TH STREET, N. W. 
WASHINGTON 10, D. C. 
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CLASSIFIED ADVERTISERS 

Advertisements not exceeding 30 words 
cost $3.00. Additional words 10 cents each. 

Commercial classified advertisements— 
minimum 30 words $10.00; 30 cents per 
additional word. 

All classified ads payable in advance. 
Remittance must accompany order for in- 
sertion. 


FULL-TIME CIVIL SERVICE position 
available as Podiatrist in the out-patient 
department, D. C. General Hospital. Open 
October 1, 1959. Write 808, c/o A.P.A., 
3301 Sixteenth Street, N. W., Washington 
16, D.C. 


SALES REP WANTED: Highly rep- 
utable manufacturer of molded shoes 
seeks aggressive representation to podia- 
trists in selected areas throughout country. 
Exclusive casting process and high quality 
product gives edge over competition. 
Write immediately: Personal Contour 
Shoe Company, 70 Washington Street, 
Haverhill, Massachusetts. 


PODIATRY EFFICIENCY MAN will 
double your present income by methodiz- 
ing office for maximum productiveness and 
teach proven tenets and techniques of prac- 
tice. If you are a beginner, I can show you 
how to make a minimum gross income of 
$5,000 for the first year. Confidential. 
Write 802, c/o A.P.A., 3301 Sixteenth 
Street, N. W., Washington 10, D. C. 


Shin +édherent 
Yo. 2 


(Improved Formula) 
* 


The finest adhesive for 
felt, gauze, tape 
and moleskin 


SAMPLE ON REQUEST 
The Mowbray Co., Waverly, lowa 


IS YOUR 
MAILING ADDRESS 
CORRECT? 


LIQUID LATEX 


Extra thick. You can thin it yourself to 
suit your needs. Granulated Cork — 
Leather, Flour and Flock. Write for 
samples with prices. 
W. WOOLEY & CO. 
1016-CH Donald St., Peoria, Illinois 


Have Your Patients Learned from the One 
Million Pamphlets Distributed by— 


FOOT FACTS 
Publications 
BOX 985 


MIAMI BEACH 39, FLORIDA 


An Authorized Binding 
for 
JOURNAL 
of the 
American Podiatry Association 


Arrangements have been made for subscribers 
to have their journals bound into distinctively 
designed books. 


Twelve issues, January through December, 
bound in best grade black washable buckram, 
imprinted with your name on cover, cost but 
$4.15 per volume. 


Bound journals serve as an immediate reference 
for research and information. Properly dis- 
played, they create a psychological impact on 
the patient, implying the time and effort spent 
to keep up to date on the most modern tech- 
niques and treatment. 


Ship journals parcel post. Within thirty days 
after receipt, bound volumes will be shipped 
prepaid anywhere in the U.S.A. Full remittance 
must accompany order. 


PUBLISHERS’ AUTIIORIZED 
BINDERY SERVICE 
(Binders of all Journals) 


5811 W. Division Street 
Chicago 51, Illinois 
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FOR RESULTS TRY 
CLASSIFIED ADS 


in the 
JOURNAL 


They will help secure a new location, 
practice equipment, apparatus, books, in- 
struments, a successor, partner, associate 
or assistant. The Journal has proved an 
excellent medium for any of the above pur- 
poses. The classified columns can be of 
qenuine service to advertisers and mem- 
oers. Commercial and personal rates are 
shown at the head of the column. If you 
desire more specific information concern- 
ing classified advertising, write to: 


Journal of the American 
Podiatry Association 
3301 16th St., N. W., 
Washington 10, D. C. 


TROUBLED Baltor Bracelet (Patent No. 
TOES? 2471997) offers new way to foot 
health. Worn in the 

provides a wider spread to 
arate the toes and let water ‘ci 


giving blood through toes and to 
relieve tensions from shoes. 


BALTOR BRACELET 
3800 POPLAR AVE. 
BROOKLYN 24, N. ¥. 


INSURE 
RECEIVING YOUR 
JOURNAL 
WITHOUT INTERRUPTION 


PAY YOUR DUES NOW 


FOR SALE: Practice in large ‘Texas city. 
Beautiful office. Complete clinical facili- 
ties including recovery room. Finest loca- 
tion, unbelievably low overhead—including 
receptionist and telephone answering. Only 
$155.00 a month. Immediate income as- 
sured with tremendous growth potential 
for willing worker. Reasonable. Write 
804, c/o A.P.A., 3301 Sixteenth Street, 
N. W., Washington 10, D. C. 


EXPERIENCED PODIATRIST, li- 


censed in New York and Connecticut, de- 


sires associateship with active practitioner. 
Will also consider purchase of practice. 
Write 806, c/o A.P.A., 3301 Sixteenth 
Street, N. W., Washington 10, D. C. 


THE FUNGUS 
DIAGNOSTIC SERVICES 


Prepared Plastic Plates for culture inoculation 
Easy to use and economical 
Sample with chart on request 


Direct Microscopic Reports on Skin Scrapings 
and Nail Clippings by Return Mail 


H. C, GOLDBERG, M.D. 
7 WATCHUNG AVENUE, PLAINFIELD, N. J. 


FOR SALE: Well-established practice, 
over ten years old. Located upstate New 
York. Community of over 20,000. Office 
completely furnished. For :particulars write 
Box 510, c/o A.P.A., 3301 Sixteenth St., 
N. W., Washington 10, D. C. 


True Balance Inlays 
and Full Extension Inlays 


. . « made to your 
prescription. 


Metal Whitman Braces 


and all other metal 
braces made to casts. 


For all special custom 
work, consult us. 


Dr. Brachman Laboratories, Inc. 


3126-30 N. HALSTEAD ST. 
CHICAGO 14, ILL. 
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running water, cleansing and 
refreshing these sensitive skin 
_ areas, acts like a gentle mas- 
sage to stimulate flow of health- 
A 
i 


hyperkeratosis 
her hyperkeratotic. lesions 


A CREAM presents a high concentration of 
A plus panthoderm® (2% pantothenylol) 
in a speci, Bighly absorptive base for of 
mess and drying, and as a corrective aid in 
excessive metaplasia of the skin. 


time pantothenylol in AQUASOL A CREAM 


provides p= pt, dramatic relief from itching, and notable 
healing e as demonstrated even in stubborn —— 


pyogenic pain 


000 U. S.P units 
| of acid) . 2% 
pecial highly abSorptive water-miscible base. 


| «antihyperheratotic - anti promotes healing 
| 
At the 
ounce of AQUASOLA CREAM 
with panthOderar provides: 
Vitarl 
Available din 1 2. tubes. 
u. S. vitamiQ - pharmaceuticals 
_ (Arlington-Funk division) 
{ 250 East 43rd Streety New Monk 17, N.Y. : 
= 
ie photo courtesy OF Visual Education Com. Nat. Assoc, Chiropodists . | 


medicated powder 
cool 
comfort 
for 
A. burning 
feet 


: The gentle antiseptic- 
astringent action of B-F-I 

Powder brings quick, 
long-lasting relief to 
burning, itching feet. Fine- 
mesh powder spreads, 
clings, dries weeping areas 
without caking or crusting 
«.- promotes the natural 
healing process and 
helps protect against 
bacterial infection. 


B-F-1 is an ideal first-aid 
dressing and surgical 
powder. Recommend it, 
use it for relief of 

minor abrasions and 
scratches; athlete’s foot; 
fh all cases of tired, 
burning feet. 

is a trademark of Merck & Co., Inc. 
dditional literature is available 

physicians on request 


4 
Merck Sharp & Dohme 
DIVISION OF MERCK & CCO., 
PHILADELPHIA 1, PA. 
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